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‘round the country all year ‘round 
reports published in the medical literature 


keep telling THE BENADRYL STORY: 


quick and economical relief in 


the majority of cases of allergy 


Report after report corroborates BENADRYL s clinical efficacy. 
Study after study attests its value as an anti-histaminic agent in 
urticaria, penicillin and other drug sensitizations, food allergy, 
serum reactions, contact dermatitis, hay fever, erythema 
multiforme, pruritic skin lesions, angioneurotic edema, and 


vasomotor rhinitis. 


BENADRYL HYDROCHLORIDE (diphenhydramine hydrochloride P. D. & Co.) is 
available in Kapseals® of 50 mg. each, in capsules of 25 mg. each, and as a palatable 


elixir containing 10 mg. in each teaspoonful. Descriptive literature on request. 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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Now More Chan Ever 
Che Physician’s Advice Js Needed 


Much confusion has resulted in the public’s mind because of 
the conditions prevailing in the food field. Lessened food 
availability, the need of many people to economize, and the 
desire to cooperate with the government’s aim toward world- 
relief, may well lead to deterioration of the nutritional state, 


unless competent guidance is offered. 


The physician’s advice appears particularly important in 
the realm of protein nutrition. Lack of appreciation by some 
people for the more economical cuts and grades of meat, as 
well as the variety (or organ) meats, frequently interferes 
with the use of these excellent sources of high quality protein. 


All meat, whatever the kind or grade, or organ meat, 
supplies the essential amino acids indispensable for body main- 


tenance, growth, repair and many other essential functions. 
gr P y 


Furthermore, all meat—regardless of cut or kind—is 96 


to 98 per cent digestible. 


By encouraging wider utilization of lower priced meats 
the medical profession can render a real service to budget 
conscious patients in maintaining the quality of protein 


nutrition and the wholesomeness of the daily diet. 


The Seal of Acceptance denotes that the nutri- PEM 
tional statements made in this advertisement coment 
are acceptable to the Council on Foods and = imugys 
7 e,e . ° ° ° . ™ a 
Nutrition of the American Medical Association. * atone 8 







AMERICAN MEAT INSTITUTE 


MAIN OFFICE, CHICAGO ... MEMBERS THROUGHOUT THE UNITED STATES 
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LAS ENCINAS SANITARIUM 


Pasadena, California 
INTERNAL MEDICINE INCLUDING FUNCTIONAL AND ORGANIC NERVOUS SYSTEM DISEASES 


Board of Directors: GEORGE DOCK, M.D., President; J. ROBERT SANFORD, M.D., Vice-President 
Address: STEPHEN SMITH, M.D., F.A.C.P.; CHARLES W. THOMPSON, M.D., F.A.C.P, 


Medical Directors, Pasadena, California 








ayo" MESANTOIN 


A® (Methyl-Phenyl-Ethy!-Hydantoin) 
09 
S¢ FOR THE MANAGEMENT OF EPILEPSY 


Anthony E. Loscalzo (Journal of the American Medica! Association, October 
25, 1947) states that 3-methyl-5, 5-phenylethylhydantoin (Mesantoin) 
is superior to other hydantoins in present use in the treatment of grand 
mal seizures. 
ADVANTAGES 
Effective in resistant cases of epilepsy—especially grand mal 
seizures, well tolerated and low incidence of side effects. 
SUPPLIED 
Tablets of 0.1 Gm., Bottles of 50, 250 and 1000 


Bibliography Sent on Request 


SANDOZ CHEMICAL WORKS, INC., New york 


Pharmaceutical Division 
West Coast Office — 450 Sutter Street San Francisco 8, California 
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picture OF how 8B. J. Bender 


became a nutritive Failure.ee. 


Bender is but one of the great American army of chair-warmers, 
shining examples of the need for two-pants suits. Exercise? They lie down 
until the thought of it passes. Appetite? They seek the bizarre in food to goad 
their tired taste buds. Result? In too many cases, sub-clinical vitamin deficiency—a 
condition in which the sedentary worker has a host of companions in nutritional 
crime: the food faddists, chronic dieters, excessive smokers, alcoholics and many 
others. Dietary reform is the physician’s first thought, of course—vitamin supple- 
mentation usually the second. And the vitamin preparation specified very often 
carries the “Apsotr’ name. There is a wide variety of vitamin preparations 
available in the complete Abbott line . . . for oral and parenteral use . . . for 
almost any patient's needs, age or taste. If you are not already familiar 


with Abbott's dependable vitamin products, they are worth your inves- 


tigation—and trial. Apporr Laboratories, Nortu Cuicaco, ILLinots 


SPECIFY 


Abbott Vitamin Products 
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DISTINCTIVE 


EstinyL* (ethinyl estradiol) is distinctive 
among oral estrogens. 


Ethinyl estradiol is a derivative of the true 
follicular hormone, alpha-estradiol. It is more 
potent, milligram for milligram, than any other 
oral estrogen, natural or synthetic, in clinical 
use today. 


It induces that therapeutically important “sense 
of well-being” characteristic of the natural 
estrogens. Its cost is low, making it available 
to all women. 


It offers the convenience of estrogen therapy 
by mouth; and provides relief with a rapidity 
almost equal to parenteral hormone treatment. 


ESTINYL 


(ethinyl estradiol) 


DOSAGE: One Estinyt Tablet of 0.05 mg. daily. In 
severe cases two to three tablets may be prescribed daily 
and dosage reduced as symptoms are alleviated. 


EstinyYL (ethinyl estradiol) Tablets of 0.05 mg. (pink) and 
0.02 mg. (buff), in bottles of 100, 250 and 1,000. Estinyi 
Liquid, 0.03 mg. per 4 cc., in bottles of 4 and 16 oz. 


*® 


Ae CORPORATION + BLOOMFIELD, N. J. 


In Canada, Schering Corporation Limited, Montreal 
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CLAIMS 
VS. ; 


DIFFERENCES 


HAT value have claims of superiority unless there is a 
difference in formula or process to justify such claims? 


== : : ri : 
lake cigarettes for example. , 


Puitip Morris Cigarettes are made difierently. In the 
clinic as well as in the laboratory, the advantages of PHiLip 
Morris have been repeatedly observed, repeatedly reported 
by recognized authorities in leading medical journals. Yes, 
Puitip Morris claims superiority .. . and that superiority 














has been proved.* 


May we suggest that your patients suffering from irrita- 
tion of the nose and throat due to smoking change to Puiiip 
Morris—the one cigarette proved definitely less irritating. 








PHiLie Morris 


Puitie Morris & Co., Lro., Inc., 
119 Firtu Avenue, N. Y. 


*Laryngoscope, Feb, 1935, Vol. XLV, No. 2, 149-154 Proc. Soc. Exp. Biol. and Med., 1934, 32. 241 
Laryngoscope, Jan. 1937, Vol. XLVI, No. 1, 58-60 N. Y. State Journ. Med., Vol. 35, 6-1-35. No. 11, 590-592, 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new b’'end—COUNTRY 
DOcToR PIPE MIXTURE. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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“Every infant, including every breast-fed infant, should receive 
vitamin D by mouth as early as practicable.”’* 


White’s Cod Liver Oil Concentrate Liquid provides natural 
vitamins A and D of time-proved cod liver oil—at a 
cost-to-patient of about a penny a day for antirachitic 
protection for the average infant. In Liquid form for drop 
dosage to infants—convenient, palatable, economical. 

Also available in Tablets and Capsules. 

*Clements, F. W.: Rickets in Infants under One Year. 

The Incidence in an Australian Community and a 


Consideration of the Etiological Factors, 
Med. J. Australia, 1:336 (1942). 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 





“Older children require prophylactic doses of vitamin D until 
maturity, especially during periods of rapid growth.’ 


White’s Cod Liver Oil Concentrate Tablets provide a pleasant, 
economical means of supplying assured antirachitic 
protection—wholly natural vitamins A and D in a form 

older children (2-14 years of age) enjoy taking regularly. 
White’s Cod Liver Oil Concentrate is wholly derived from time- 
proved cod liver oil itself. Liquid, Tablet and Capsule forms. 

1. Nusting, E.: Minn. Med., 26:1039-1044 (Dec.) 1943 


gelmaas, I. N.: Newer Nutrition in Pediatric 
Practice, p. 653, Lippincott, Phil., 1940. 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 

































ARIZONA MEDICINE 


middle a outhful spirit 


Impairment of. physical and 
mental activity is often the lot of the 
menopausal woman, beset as she is with 
distressing somatic and emotional symptoms. 
With “Premarin,” such vagaries of the 
climacterium may be prevented. In addi- 
tion to prompt relief of physical discomfort 
following therapy, many patients attest 
to a “sense of well-being’ marking the dif- 
ference between inactive and spirited 
existence...the “plus’’ in “Premarin” 
therapy that gives the middle-aged woman 
a new lease on useful and pleasurable living. 
Because “Premarin” is available in three 


potencies, the physician is able to adapt 





estrogenic therapy to the particular needs of the 
patient. Tablets are available in 2.5 mg., 1.25 mg. and 
0.625 mg.; liquid, 0.625 mg. in each 4 cc. (1 teaspoonful). 

While sodium estrone sulfate is the principal estrogen in “Premarin,” 


other equine estrogens...estradiol, equilin, equilenin, hippulin... 


are probably also present in varying amounts as water soluble conjugates. 


o 





ee 9 


A r 


CONJUGATED ESTROGENS (equine) © 
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UNFAVORABLE PELVIC TILT 


In the correction of postural symptoms, the physician relies on Spencer as the 


support of choice because he knows that each Spencer Support is individually 
designed, cut, and made for each patient. 


SPENCER “Zezuan” SUPPORTS 


MAUDE KEEN 


Registered Spencer Corsetiere | 





BEFORE AFTER 


SPENCER SUPPORT SHOP 


Phone: Phoenix, Arizona 706 N. First 
3-4623 Street 


























530 W. Wash. Phoenix Phone 2-2301 


Arizona Distributor 
THE EDISON ELECTRONIC 
VOICEWRITER 


‘““EDIPHONE” 


It's a handsome addition to any office. And 
it’s just as useful as it is beautiful. Whenever 
a thought occurs, whenever there’s a memo, 
a letter, a report to write, you just step on the 
button and start talking. 


THERE’S A NEW EXCITING 
EXPERIENCE AWAITING YOU! 


A TIME SAVING DEVICE 
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SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS ? 


ITAMIN D has been so successful in preventing rickets during in- 


fancy that there has been little emphasis on continuing its use after 


the second year. 


But now a careful histologic study has been made which reveals 





a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 

Rachitic changes were present as late as the fourteenth year, and 
= . the incidence was higher among children dying from acute disease 
- than in those dying of chronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 


children.” 


*R. H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD'S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a 
potent source of vitamins A and D, which is well taken by older children be- 
cause it can be given in small dosage or capsule form. This ease of adminis- 
tration favors continued year-round use, including periods of illness. 


MEAD'S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 
vitamin D units per gram. Supplied in 10- and 50-cc. bottles and boxes of 50 
and 250 capsules. Ethically marketed. 


MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 
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SOUTHWESTERN SURGICAL 
, SUPPLY CO. 











YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 


SUPPLIES. 


PHOENIX EL PASO 

















Monoplex All-Plastic 


Artificial Eyes 
NOW AVAILABLE IN PHOENIX 


They are life-like, will mot roughen or discolor. Guaranteed unbreakable. 
Very reasonably priced and immediate delivery made. 
We have a complete stock and make delivery at time of fitting. 


Greatest service ever offered in Plastic Eyes 


PHOENIX OPTICAL DISPENSERS 


4-7806 3-0897 
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the far-reaching 


effects of 


, * ; ’ | AMNIOTIN, Squibb complex of natural 
LY / Sires. a ‘mixed estrogens, provides menopausal 

emmeemnatl therapy beyond the mere relief of vasomotor 
symptoms. Amniotin does more than relieve climacteric 
flushes and sweating. The patient experiences a heightened 
feeling of well-being, improved strength and vigor, and “a 
greater sense of general relief, exclusive of the amelioration 
of hot flashes”.' These are advantages attributed by many 


investigators to natural estrogen therapy. 


Side-effects such as dizziness, headache, or nausea are rare 
with Amniotin therapy. Amniotin is well tolerated. It is easily 


metabolized by the body; readily detoxified by the liver. 


Amniotin therapy is readily adaptable to 
each individual case. Whether symptoms 
are mild, moderate or severe, oral and 


intramuscular forms in a variety of 





potencies fulfill every need. Capsule sup- 


S UIBB comples of natura! positories are also available. 
mixed estrogens Clin. £ 3.89 (Feb.) 1943 


J 3:89 (Feb 
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e When children (infants and 
adults, too) are unable to tolerate 
the animal proteins in cow’s 

milk, MULL-SOY—the emulsified soy 
concentrate—is the replacement 

of choice. It is highly palatable, and 
easily digestible, without the 
offending proteins of animal origin. 
® MULL-SOY is a biologically 
complete vegetable source of all 










essential amino acids. In standard 
1:1 dilution, it also provides 

the other important nutritional 
factors of fat, carbohydrate and 





minerals in quantities that closely 
approximate those of cow’s milk. 
e To prepare MULL-SOY, simply 
dilute with equal parts of water. 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, N. Y 
in Canada write The Borden Company, Limited, Spadina Crescent, Toronto 


So | : 


mull-s oy ea 


MULL-SOY is a liquid hypoallergenic food prepared from water, 
soy flour, soy oil, dextrose, sucrose, calcium phosphate, calcium when milk 
carbonate, salt and soy lecithin; homogenized and sterilized 


Available in 15% fi. oz. cans at drug stores everywhere becomes “forbidden food” 


MULL-SO} 
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DIAGNOSTIC LABORATORY 
JOHN FOSTER, M. D., Radiologist MAURICE ROSENTHAL, M. D., Pathologist 


DIAGNOSTIC X-RAY 
X-RAY & RADIUM THERAPY 


CLINICAL PATHOLOGY 
E. K. G. B. M. R. 


Medical Arts Building, 543 E. McDowell Road, Phoenix, Arizona Phone 2-3114 
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COSMETICS YH Staten ccc ccccccccccsseecccssees 
AR-EX COSMETICS, INC. (036 W. VAN BUREN ST. CHICAGO 7, iLL 





lergens are removed. Prescribe AR-EX Cosmetics 
—free from known irritants, 
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all why oe. vitamins 


all in therapeutic ae potency 


yet, all concentrated in this @ ZYMACAP* 





which contains... vitaminA... . . . 12,500 U.S.P. units 


VitaminD.. .. . . 41,000 U.S.P. units 
Thiamine Hydrochloride (Bi) . . . . 5 mg. 
Riboflavin (B) ...-....+- Say 
Pyridoxine Hydrochloride (Bo). . . . 2 mg. 
Calcium Pantothenate. . . . . . 10 mg. 
Nicotinamide. ....... . 3O mg. 
Ascorbic Acid (C) . . . . . . . 100 mg. 


Two Zymacaps daily provide from 5 to 
10times the established minimum daily af 
‘ x A Neb, *Trademark, Reg. I’. S. Pat. Off. 
maintenance requirements In keeping 

with modern dosage recommendations. 

Available in bottles of 24 and 100. FIME PHARMACEUTICALS SINCE 1886 
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THE SMITH-DORSEY COMPANY 


Lincoln, Nebraska 
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FE DECINS 


AT AO 


After 40 years of steady, substantial 
growth, The Smith-Dorsey Company 
faces the future with a broad expansion 
plan promising new life to a splendid 
record of progress. 


* A new research and manufacturing 
plant 

« Increased research grants 

* Added research personnel 

*« Two new branch offices and shipping 
warehouses 

. hinyy medical service representa- 

* A reaffirmed pledge to manufacture 
the best in pharmaceuticals 


Truly life begins at forty when that ma- 
turity has been sponsored by our 
friends in the medical and pharmaceu- 
tical professions. 


MANUFACTURERS OF 


PURIFIED SOLUTION OF LIVER - DORSEY 
SOLUTION OF ESTROGENIC SUBSTANCES - 





BRANCHES AT LOS ANGELES AND DALLAS 
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C On: 


/ 
Sariden eSrove Santawuun 
So ng Beach, ¢ alifornta 


yet f ospttalily 
... Hest 


DDRESS CORRESPONDENC] 
GARDEN GROVE SANITARIUM 
GARDEN GROVE, CALIFORNIA INTERNAL MEDICINI 


NERVOUS DISORDERS 
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‘“‘Man that is born of a woman is of 


few days, and full of trouble.’ so xv, 1 

















Even in the face of great advances in medical 
knowledge, the lives of many infants are 

still literally “of few days and full of 
trouble,” for 62.1% of the total infant 
mortality occurs within 30 days after 
birth.* During this fatal first month, 
every precaution must be taken to 


ward off troubles of early infancy. 


Adequate nutrition, resistance to dis- 
ease and freedom from hazardous 
diarrhea, colic or digestive upset all 
may be materially advanced by giving 


special attention to the first feedings. 


‘Dexin’ has proved an excellent “first 
carbohydrate” because of its high dex- 
trin content. It (1) resists fermentation by 
the usual intestinal organisms; (2) tends to 
hold gas formation, distention and diarrhea 

to a minimum; and (3) promotes the forma- 


tion of soft, flocculent, easily digested curds. 


Simply prepared in hot or cold milk, ‘Dexin’ brand 
High Dextrin Carbohydrate provides well-taken and 
well-retained nourishment. ‘Dexin’ does make a difference 


*Vital Statistics—Special Reports: Vol. 25, No. 12, National Office of 


Vital Statistics, Washington, D. C. (Oct. 15) 1946, p. 206. 
a sa! 
HIGH DEXTRIN CARBOHYDRATE e X i fl 


Composition—Dextrins 75% * Maltose 24% * Mineral Ash 0.25% * Moisture 
0.75% * Available carbohydrate 99% «+ 115 calories per ounce « 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds « 


Accepted by the Council on Foods and Nutrition, American Medical Association. 
‘Dexin’ Reg. Trademark 


ase Literature on request 
Ta BURROUGHS WELLCOME «& CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N.Y 
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NEXT MONTH IN THIS 
aPACE TALES 
AND DETAILS 


—a new column—notes from your 
Cutter Detail Man featuring the kind 
of stuff you like to talk about when I 
call in person. 


for doctors 
only 


When you want more facts about a 
Cutter product than a regular ad can 
give—when you want the “intimate” 
detail on a new product or idea—when 
you want maybe the latest story I’ve 
picked up on my rounds—you will find 
them in this column—exclusive! 


read the inside story 


Who’s the villain in the Dip-Pert-Tet 
case —and when can you get plenty? 
How research multiplies the blood 
fractions. Why “old maids” make safer 
intravenous solutions. All this and 
more starting next month in the first 
episode of “Tales and Details” from 


Lon 


CUTTER LABORATORIES 
Berkeley 1, California 


January, 1948 





DISTRICT NO. 1 
ARIZONA STATE NURSES ASS'N. 


(CONSTITUENT OF THE AMERICAN 
NURSES’ ASS'N) 


NURSES’ PROFESSIONAL REGISTRY 


2538 N. 10TH ST. PHOENIX 4-4151 














ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 







PHYSICIANS 
SURGEONS 
DENTISTS 







COME FROM 60 TO 




















$5,000.00 accidental death $8.00 


$25.00 weekly indemnity, accident and sickness Quarterly 


$10,000.00 accidental death $16.00 


$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sick Quarterly 
$20,000.00 accidental death $32.00 
$700.00 weekly indemnity, accident and sickness Quarterly 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 








86c out of each $1.00 gross income 
used for members’ benefit 





$3,000,000.00 $14,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection of our members 


Disability need not be incurred in line of duty — benefits 
from the beginning day of disability. 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


45 years under the same management 


400 First National Bank Building Omaha 2, Nebraska 








NEW ADDRESS: 


ARIZONA STATE MEDICAL 
ASSOCIATION 
Suite 642 — Security Building 
234 N. Central Avenue 


Phoenix, Arizona 
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*PRIVINE 


PRIVINE hydrochloride, 0.05 per cent, is sufficiently potent 
to produce long-lasting relief in the average case of 





nasal congestion in patients of all ages. It is therefore the 
Privine preparation of choice for regular prescription purposes. 


5 Privine hydrochloride, 0.1 per cent, fills the need for an 
agent which will produce the intense vasoconstriction 
frequently necessary for adequate visualization and 


fits 
for pre- and post-operative shrinkage. It is therefore 
the Privine preparation of choice for direct use in the 
office or hospital. 

okh When properly administered, Privine hydrochloride 


induces prolonged vasoconstriction with relative freedom 
from local or general side effects. Three drops will 
usually produce nasal decongestion lasting 3-6 hours. 
Overdosage should be avoided. 


Issued :0.05%, bottles of 1 fl.oz.and 16 fl. ozs. * Jelly, 0.05%, tubes of 20 Gm. 
0.1%, bottles of 16 fl. ozs. only : 





MACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 





2 /1328M PRIVINE (brand of napbazoline) ©  Trade-mark Reg. U.S. Par. Off. 
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We specialize 


in filling j 
Doctors’ Prescriptions for 7 


CAMP SCIENTIFIC SUPPORTS 


LOV-E’ CORRECTIVE BRASSIERES 
& 
Mrs. Larson is a Graduate of 
Camp Surgical School in Chicago 


LARSON’S 39 W. Adams 


Phone 4-9906 Corset Fashions PHOENIX 











The STETHETRON M A | ae O 


invites your inquiry 
e 


ELECTRONIC STETHOSCOPES 
PRECISION AUDIOMETERS 
FINE HEARING AIDS 


. 
90% of America’s Precision Hearing Test 
Instruments are MAICO 


Audiograms of hard of hearing patients 
furnished without charge 


MAICO SOUTHWEST 
16A. N. Second Ave. a on 
Emphasizes the Sounds Phone 3-5255 Sian toa i 

You Wish to Hear PHOENIX sassen 











Haldiman Brothers 
GUARDIAN INSURANCE AGENCY 
ma”, 


FIRE, AUTOMOBILE, CASUALTY, Phone 





First Avenue p 
at Jefferson 4-3115 
RN), FIDELITY AND SURETY BONDS 
LW 
REPRESENTING OLD RELIABLE COMPANIES 
SINCE 1897 
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Streptomycin Experience Pointed The Way 
To This New, Improved Merck Form 


IT PROVIDES 


(1) increased purity 
(2) minimum pain on injection 


(3) uniformly high potency 


Now available for Streptomycin therapy 
is this new form—Streptomycin Merck 
(Calcium Chloride Complex). Devel- 
oped in The Merck Research Laborato- 
ries, where pioneer work on this valu- 
able antibacterial agent was conducted, 
the new,improved form of Streptomycin 
is recommended as an adjunct in the 


treatment of certain types of urinary tract 
infection, selected cases of tuberculosis, 
and other infections due to susceptible 
strains of gram-negative organisms. 


Ask for the New 
DATA CHART 


This new quick-reference chart gives 
essential data on the clinical uses, storage, 
preparation of solutions, administration, 
and dosage of Streptomycin Merck 
(Calcium Chloride Complex). It will 
be mailed to you on request. Write to 


Merck & Co., Inc., Rahway, N. J. 


STREPTOMYCIN. MERCK 


{Calcum Chloride Complex} 


MERCK & CO., Inc. 


Manufacturing Chemists 


RAHWAY, N. J. 


In Canada; Merck & Co., Ltd., Montreal, Oue. 
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EXCELLENT SUPPORT for the 


PENDULOUS ABDOMEN 





Patient with pendulous abdomen Same patient after application of 
(skeleton indrawn). support (skeleton indrawn). 


Clinicians are calling attention to the ill effects 
of the pendulous abdomen more frequently than 
formerly. 
Research discloses that the increased weight of the 
abdomen, carrying the center of gravity forward, puts 
strain on muscles of back and feet; that ultimately round 
shoulders and increased cervical and lumbar curves de- 
velop; that the diaphragm and abdominal viscera lie on a 
lower plane than normally; that eventually respiratory and 
circulatory symptoms appear. 
S. H. Camp & Company, recognizing this proportionate irregu- 
larity and the frequency of its occurrence, has made supports for 
many years for these obese persons and for those in whom the obes- 
ity is largely confined to the abdomen. 

Camp surgical fitters are taught to fit patients with pendulous abdomen 
in the reclining position; thus the intestines are redistributed to the 

sides and back of the abdomen and the support will hold them there. 
The Camp Support illustrated is especially efficient in holding the viscera in 

their redistributed position by reason of the support given to the pelvis. 


S.H. CAMP AND COMPANY + JACKSON, MICHIGAN 


World’s Largest Mauufacturers of Sctentifi Supports 
e Offices in New York ¢ Chicago « Windsor, Ontario * London, England ’ 
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VAL, (full details upon request) 


KOROMEX JELLY 


the two companion items 
contain the same active ingredients 
(and same pH) differing only in 


KOROMEX CREAM fare of hen 





provide 
fastest spermicidal time 


measurable under Brown and 
Gamble technique 


for cervical occlusion 


proper viscosity 


pH that is uniform with 


stable over long period of time 


vaginal flora 
non - toxic low index of irritability 
time tested clinical record send for literature 


prescribe Koromex Jelly and Koromex Cream with confidence 


Active ingredients: Boric acid 2.0%, exyquinolin benzoate 0.02% and 
phenyimercuric acetate 0.02% in suitable jelly and cream bases. by the makers of Koromex Diaphragm 


HOLLAND-RANTOS COMPANY, INC., 551 FIFTH AVENUE, NEW YORK 17, WN. Y. 
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MORE THAN ISOLATED NUTRIENTS 


The observation that nutritional de- 
ficiencies rarely occur singly, and the 
fact that individual nutrients are not 
metabolized by themselves but in 
conjunction with others, are both 
well established. Hence dietary sup- 
plementation—in order to be effec- 
tive—must provide more than merely 
isolated nutrients. 

The dietary supplement of Ovaltine 
and milk presents a rational mixture 
of essential nutrients of wide clinical 
applicability. It supplies not only B 


complex vitamins, but also ascorbic 
acid, the fat soluble vitamins A and 
D, biologically complete protein, and 
readily utilizable caloric food energy 
in the form of fat and carbohydrate. 

This dietary supplement is espe- 
cially useful to compensate for the 
inadequacies of a deficient diet, and 
is valuable when given in conjunction 
with specific nutrients when specific 
deficiencies are detected. Easily 
digested and of low curd tension, it 
presents no undue digestive burden. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Paar ce 
CARBOHYORATE.......... 
oo , Err 
PHOSPHORUS............. 
Gv scscscccccstenesoucs 


*Based on average reported values for milk. 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


669 NE GE:  sccescceenax 3000 1.U. 
32.1 Gm. ED DR wcesessescses 1.16 mg. 
31.5 Gm. SE ccsesancscass 2.00 mg. 
64.8 Gm. ee 6.8 mg. 
1.12 Gm. |), ae 30.0 mg. 
0.94 Gm. PU Dinccnccceccecss 417 1.U. 
12.0 mg. CRE 0.50 mg. 
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For medically sound reduction of overweight... 


Benzedrine Sulfate—rational and accepted 
BENZEDRINE SULFATE, by safely depressing the overweight patient’s appetite, 
ordinarily curbs excessive eating. Lowered caloric intake and loss of weight naturally 


follow. Hence, Benzedrine Sulfate therapy is medically sound and highly effective. 


Thyroid—irrational, potentially dangerous and widely condemned 


In overweight, most authorities strongly condemn thyroid therapy as irrational 
and potentially dangerous, except in those rare instances when an accompanying 


hypothyroidism has been definitely demonstrated. 


BENZEDRINE SULFATE—unlike thyroid—ordinarily, in the proper dosage, has 

no significant effect on the basal metabolic rate, blood pressure, or heart rate. 

Harris, Ivy and Searle,' after a comprehensive series of functional tests, conclude: 
“No evidence of deleterious effects of the drug (amphetamine sulfate) was observed.” 
'Harris, S. C.: Ivy, A. C., and Searle, L. M.: THE MECHANISM OF AMPHETAMINE-INDUCED LOSS OF 
WEIGHT: A Consideration of the Theory of Hunger and Appetite, J.A.M.A. 134:1468 (Aug. 23) 1947, 





Tablets Capsules Elixir One of the fundamental drugs in medicine 





Accepted by the Council on Pharmacy and Chemistry 


of the AMA for use in treatment of overweight. 


Smith, Kline & French Laboratories, Philadelphia 


@r.M. REG. U.S. PAT. OFF. FOR RACEMIC AMPHETAMINE SULFATE, S.K.F. 
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from the third week of life 
to adolescence... 



















The simplicity and conven- 
ience of using milk diffusible 
Drisdol in Propylene Glycol facil- 
itate patient cooperation from 


early infancy to adolescence. 


An average daily dose of 
2 drops in milk for infants and 
from 4 to 6 drops for children 
provides effective low-cost 
vitamin D protection throughout 
the critical years of growth and 


development. 


Available in bottles of 5, 10 
and 50cc. with special dropper de- 
livering 250 U.S.P. units per drop. 


DRISDOL IN PROPYLENE GLYCOL 


MILK DIFFUSIBLE VITAMIN D PREPARATION ye 


ODORLESS - TASTELESS - ECONOMICAL 





WINTHROP-STEARNS 


. DRISDOL, trademark reg. 
U. S. Pat. Off. & Canada, ¢ 
brand of crystalline vitamin Dz e Inc. 
. (calciferol) from ergosterol 


New York 13, N. Y. WINDSOR, ONT. 


The businesses formerly conducted by Winthrop Chemical Company, Inc. 
and Frederick Stearns & Company are now owned by Winthrop-Steorns Inc. 
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Kxperience is the Best Teacher 


JOHN HUGHES BENNETT (1812-1875) proved it in histology 


Bennett's experiences, gained by linking physiology with clinical medicine, 
led him to institute the practical study of histology, to recognize 

the medicinal value of cod liver oil, and to be the first 

to describe the blood condition leukemia — Bennett's disease. 







R. J. Reynolds Tobacco Company, Winston-Salem, N.C. 
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Yes! And experience is the best teacher in smoking, too! 
| f vemong the wartime cigarette shortage, 


people smoked many different brands—any 
brand they could get. And as they smoked—they 
naturally compared the different brands... for 
taste, for mildness, for coolness... for all-round 
smoking enjoyment. More and more smokers 
found from the experience of those comparisons 
that Camels suit them best. 
tesult? More people are smoking Camels than 





ever before! 


According to a Nationwide survey: 


lMfore Doctors Smoke CAMELS 


than any other cigarette 


Three nationally known independent research organizations asked 
113,597 doctors — in every branch of medicine — to name the cigarette 
they smoked. More doctors named Camel than any other brand, 
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wect ms 
TABLETS 


PURODIGIN® 
CHYSTALLINE DIGITORN 








For oral use 0.2 mg. tablets—vials of 30, bottles of : 

100 and 500; 0.1 mg. tablets—bottles of 100 and fe ~~ ’ 

500 « For intravenous injection: 1 cc. ampuls, 0.2 mg. y 
an cA 


Purodigin has these advantages: 


PRECISE DOSAGE: Purodigin (Digitoxin Wyeth) is absolutely 
uniform . . . standardized by weight, prescribed by weight. 


LACK OF IRRITATION: Purodigin is concentrated—-dosage is 
only one thousandth that of digitalis leaf. Nausea is rare. 


ABSORPTION of Purodigin is virtually complete. Almost no 
irritating residue is left in the digestive tract. 


SUSTAINED ACTION: Purodigin remains in the body as long 
as digitalis. 





Try Purodigin—especially for those patients who do not easily tolerate 
digitalis leaf. Without interrupting treatment, simply prescribe 0.1-0.2 
milligram Purodigin in place of 0.1-0.2 gram digitalis. 


PURODIGIN 


CRYSTALLINE DIGITOXIN 











Wye 


RK 


S 





WYETH INCORPORATED «© PHILADELPHIA 3, PA, 
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FIGHT 


INFANTILE 
PARALYSIS 
















DO 
YOU 


KNOW This is the battle banner of the National Foun- 
dation for Infantile Paralysis. The slim, sword- 

WHAT like torch is the stern symbol of a tireless war 
on a dreaded disease. 

TH ESE The finest of doctors and scientists have given 


of their time and skill and knowledge to fight 


SYMBOLS poliomyelitis. And annually since its inception 


in 1938, the National Foundation for Infantile 


STAND Paralysis has conducted the March of Dimes, 
in a nation-wide appeal for funds to carry on 

the work. 
FOR? The familiar blue and white symbol above your 


neighborhood drug store tells you that he is 
a Rexall druggist. Some 10,000 Rexall Drug 
Stores throughout the nation are proud to join 


exall with the American people in support of the 
J 1948 March cof Dimes, from January 15 to 


January 30. 
ORUGS 
REXALL DRUG COMPANY 
You can depend on any product 
thet bears the name Rexall. LOS ANGELES, CALIFORNIA 


PHARMACEUTICAL CHEMISTS FOR MORE THAN 45 YEARS 
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is vertical fluoroscope is, more often than not, the 

first piece of X-ray equipment in which the physician invests, 

The right decision here is important; in selecting one bearing the 
Picker mark, he follows in the footsteps of many whose initial 

judgment has been gratifyingly rewarded by long years of dependable service. 

For the Picker Vertical Fluoroscope, like all other Picker x-ray apparatus, is built to the highest 

standards, although its cost is no strain on even the modest budget. 

Let your local Picker representative tell you about the many 


advantages this new model offers. 






built like a fine watch...to give 


PICKER VERTICAL 
Mesccog: 





Completely enclosed Wide travel range 
One-piece welded design Eye level controls 
Shockproof; rayproof Orthodiagraph — optional 
Effortless screen movement Built-in room light 


PICKER X-RAY CORPORATION 


300 FOURTH AVE. * NEW YORK 10, N. Y. 
WAITE M’‘F’G DIVISION * CLEVELAND, OHIO 





SINCE 1879 PIONEERS IN THE MANUFACTURE OF ELECTRO-MEDICAL APPARATUS 


BLAIR SURGICAL SUPPLY 


24-28 East Broadway, Tucson, Arizona 20 East Monroe, Phoenix, Arizona 





Aypnosis fn Minutes... 
TONIGHT 


Silty 








Or the frequently prescribed, orally administered bar- 


biturates, “Seconal Sodium’ (Sodium Propyl-methyl- 
carbinyl Allyl Barbiturate, Lilly) provides rapid seda- 
tion, quick hypnosis, and a short duration of effect. 

The hospitalized patient can be assured that the inter- 
val between the end of visiting hours and sleep will be 
reduced. For all patients who want sleep “in a hurry” 
with no lingering effect the next morning, ‘Seconal 


Sodium’ is a barbiturate of choice. 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U. S. A. 









Lilly International 


MEDICAL SERVICE REPRESENTATIVES Of Eli Lilly 
and Company regularly call on physicians in 
over thirty countries, exclusive of the United 
States. Many of the representatives are pharma- 
cists trained in their home colleges and universi- 
ties. Others are American-born pharmacists who 
have become proficient in the mother tongue of 
the land in which they work. Professional litera- 
ture is translated and published in the languages 
prevalent in many countries served. All repre- 
sentatives are carefully instructed in the Lilly 
tradition and restrict their promotional activities 
to the registered physicians and pharmacists in 
their respective territories. 

Research institutions abroad are growing in 












~~ ~~ 


Illustration by Joseph Feher 





number and importance. Lilly representatives 
regularly visit universities and other medical re- 
search centers. When mutually interesting dis- 
coveries are made, the facilities of the Lilly Re- 
search Laboratories are promptly made availa- 
ble for practical development and application. 
In this way, the findings of the world’s best med- 
ical talent are more quickly placed in the hands 
of medical practitioners everywhere. 
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INCE the of the sulfonamide 
drugs and penicillin there has been an in- 
creasing number of acute respiratory infections 


with atypical pulmonary lesions, in which the 


introduction 


common pathogenic bacteria do not seem to play 
The ‘Virus Pneu- 
monia’’!:*;*.* has been applied to this group 


an etiological roll. term 
of cases, and more recently they have been elas- 
sified as atypical pneumonia with leukopenia. 
Pulmonary complications of several types of rick- 
ettsia, tularemia, brucellosis and the mycosis are 
often called atypical pneumonia but should not 
If one is 
to speak of virus pneumonia, the conditions 
other than those having a true virus etiology 


be classified as virus pneumonia. 


would necessarily be excluded, but inasmuch as 
these conditions are very similar they will be 
mentioned at times throughout this discussion. 

It would appear from statistics that virus and 
other atypical greatly in- 
vears, but it 
The atten- 


increased 


pneumonias have 
during the last 
is our opinion that this is not so. 
tion to these conditions 
due to the fact that they do 
to the new specific treatments of 


pneumonias of bacterial etiology. In 


creased few 


been 
not 


has 
respond 
ordinary 

former 
years these cases were probably not recognized 
and classified as bronchial pneumonia. If we 
should diseuss only virus pneumonia, the etiolog- 
ical agent would necessarily be limited to the 
virus of influenza, psittacosis, ornithosis, 
lymphoeytie choriomeningitis, lymphgranuloma 
venereum, trachoma and other unidentified fil- 
trable viruses. It must be 
ever, that in cases of virus pneumonia there is 
a question whether or not the pulmonary lesions 


remembered, how- 


* From the Department of Medicine, University of Colorado 
School of Medicine and Hospitals. 

** Read before the Arizona Chapter of the American College 
of Chest Physicians, May 6, 1947. 





VIRUS PNEUMONIA 


W. BERNARD YEGGE, M.D., F.A.C.P., F.A.C.C.P.* ** 
Denver, Colorado 
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are not also modified by other pathological bac- 
teria, and thus confuse the picture. 


INFLUENZAL PNEUMONIA 


Influenzal pneumonia was a devastating dis- 
ease during the pandemics of 1890, 1918, 1936 
and 1937 as well as 1940 and 1941. During some 
of the earlier epipdemies the influenza bacillus of 
Pfeiffer was found to be the predominate organ- 
ism in the lungs of fatal cases. However, it is 
now generally accepted that some filtrable virus 
similar to that originally demonstrated by Smith, 
Andrewes and Laidlay,* and later by Francis” 
were probably the causative agents in most cases 
of influenzal pneumonia. This virus has been 
called Influenza **A’*'? and in some of the lat- 
er outbreaks another virus called Influenza 
Bl 12,15 was found to be present. There is 
sufficient evidence that possibly a third, and 
other types of viruses are etiologic factors. In- 
fluenzal pneumonia should be regarded as a 
complication of primary influenza, although in 
certain cases, the disease is pneumonic from the 
onset and is often fatal within a few days, be- 
fore an invasion of secondary organisms takes 
place. This condition is very alarming, because 
these patients show, almost immediately, great 
respiratory distress and cyanosis, may rapidly 
develop hemorrhagic edema of the lungs, and die 
within 24-48 hours. This form is luckily not very 
The that in 


which the primary influenza with fever, cough, 


common, most common form is 
malaise, headache, aching and temperature exist 
for several days before signs of lung involve- 
ment begin to appear. In these cases the lung 
involvement is usually bilateral, fine or medium 
coarse rales being heard during the late inspira- 
tory phase of respiration. One very characteris- 


tie finding is the changing of the areas of in- 















oe 
” 


volvement in the lung. One patch may clear up 
and within 24 hours another area may become 
involved. These areas are usually preceded by 
small patches of atelectasis, a feature which will 
later be emphasized. Pleurisy, with subsequent 
formation of fluid, is very commonly encoun- 
tered and formation of abscesses due to failure 
of resolution are frequently found and greatly 


yrolong the period of convalescence. 
| £ | 


In many cases, areas of pneumonia are isolat- 
ed and so deep sea'ed that in spite of the sever- 
ity of the condition, typical signs do not appear 
until comparatively late. Cyanosis is usually a 
prominent feature. Although the temperature 
may reach as high as 105 degrees the pulse is 
relatively slow except in the last 36 hours in 


fatal cases. 


Sputum: The character of the sputum varies. 
It may be seanty, bloody mucoid, or profuse, 
salmon pink or a yellowish green. The yellowish 
green type is usually associated with extensive 


bronehiolitis or bronehiectasis. 


Laboratory Findings: The leukopenia of pri- 
mary influenza usually continues throughout 
the course of pneumonia; however, in cases in 
which pathogenic bacteria are present as sec- 
ondary invaders the white count may be slight- 
lv elevated. In the rapid and severe cases a rel- 
ative polycythemia may develop. Blood cultures 
are rarely positive except in terminal cases. The 
most serious feature of the disease is toxemia 


and the anoxemia. 


Roentgenological Findings: Frequently the 
first evidence of pulmonary involvement is re- 
vealed by X-ray films of the chest and more ex- 
tensive pulmonary involvement is shown than is 
elicited by physical examination. The first 
change usually noticed is an increase in the 
size of one or both of the hilar shadows which 
is followed by an infiltration, extending out- 
ward from the hilum toward the periphery of 
the lune. These are often of a fan or wedge 
shape and fade out into the normal lung paren- 
chyma. The radiologic picture varies. There 
may be multiple small areas of soft infiltration 
that increase in size and become regularly con- 
fluent. These areas may clear during the course 
of the disease and other similar lesions appear 
elsewhere in the lung, starting as small areas of 
atelectasis. 


It is only rarely that the density of the pul- 
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monary consolidation conforms to the shape of 


a lobe characteristic of lobar pneumonia. X-ray 
signs are slower in disappearing from the lungs 
than in other pneumonias. Infiltration extend- 
ing outward from the hilum and involvement 
of an upper lobe may make one suspicious of a 
tuberculous lesion, but the rapidity with which 
these X-ray findings change is of value in ex- 
cluding a chronic pulmonary disease. 

It should be remembered that a diagnosis of 
influenzal pneumonia cannot be made on the 
basis of X-ray evidence alone and one must rely 
on the history, clinical findings, and the lab- 


oratory for a diagnosis. 


Complications: As stated before various bae- 
terial infections may be superimposed upon an 
influenzal pneumonia giving rise to many com- 
plications. The usual duration of influenzal 
pneumonia is from one to three weeks but time 
of recovery may be greatly prolonged. When 
the patient is suffering from some other debili- 
tating disease such as diabetes, the problem be- 
comes more complicated. The following ease il- 


lustrates such a condition. 


Case #1, 8. E. C. 4316: Female, age 57 who 
had been previously under my care for diabetes 
and had been taking 25 units of protamine in- 
sulin daily, was entered into St. Joseph's Hos- 
pital on August 12, 1946 with a temperature of 
103, pulse 110. She had previously been under 
her family physician at Leadville, Colorado with 
a temperature of 101-103 degrees for one week. 
She had been given about 2,000,000 units of pen- 
icillin with no effect on her temperature. 


Examination revealed she was a very sick 
woman lying in bed complaining of difficulty in 
swallowing, generalized muscular pains, stiff- 
ness of the neck and was in a partly stuporous 
condition. There was some rigidity of the neck, 
no rales could be heard in the chest. 

Complete blood count was as follows: Hemo- 
globin 75%, erythroeytes 3423,000, leucocytes 
9,000, polymorphonuclears 83%, lymphocytes 
164,. Sedimentation rate 65 mm., blood sugar 
170 mg. per 100 ce. blood. Her dose of insulin 
was raised to 40 units daily. 


Due to the fact that there was an epidemic of 
poliomyelitis at the time, Dr. L. E. Daniels was 
called in consultation. Spinal fluid was nega- 
tive except the sugar showed 125 mg. and _ polio- 
mvyelitis was ruled out. 

Agelutination tests for undulant fever, ty- 
phoid fever, tularemia and proteus X were nega- 
tive. 

Patient was placed on 5 grains of aspirin ev- 
ery three hours and on August 14, 1946 the tem- 




















pe 
to 
tor 


Sraree 


ARIZONA 





Case 1 


Figure 1, 


perature dropped to 101 with daily remissions 
to normal; however, at this time a few inspira- 
tory rales could be heard at the left base. 


X-rays of the chest on August 14, 1946 showed 
some pathology at the base of both lungs particu- 
larly on the left. Findings were consistent with 
mild bilateral pneumonia, possibly the virus 
type (Fig. 1A). 


Patient was placed on sulfamarazine, grains 
7% every three hours, 1,000 ce, 10% glucose giv- 
en by vein and COzO inhalations were given ev- 
ery two hours. The white blood count was 
11,300, On August 18th, COzO inhalations were 
discontinued. Patient’s temperature varied from 
102 to 103 with daily remissions to normal. 


On August 19, 1946 temperature reached 106 
after a chill. Blood smear for malaria was nega- 
tive. At this time more rales were present 
throughout the lung and the report of the X-ray 
taken at this time was as follows: ‘* Definite 
mottling throughout both lungs consistent with 
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diffuse broncho-pneumonia”™’ (Fig. 1B). Peni- 
cillin in 25,000 unit doses was added to the med- 
ication, inasmuch as the white blood count was 
now 18,300 with 9547 polymorphonuelears and 
2% lymphocytes. 


There was no appreciable change in the tem- 
perature and on August 21st the temperature 
was still 105 with daily remissions to only 102 
and sulfamarazine was discontinued. Penicillin 
was continued but in 50,000 unit doses every 
three hours. At this time the COzO inhalations 
were started, 5 grains of aspirin were given ev- 
ery three hours, 500 ce. blood transfusion was 
given and patient placed in an oxygen tent. The 
temperature gradually began to drop, blood su- 
gar was 112 mg. and white blood count 14,500. 


By August 25th the temperature was varying 
from normal to 101 degrees. The patient began 
to complain of pain in the lower left chest and 
a pleural rub was heard. On August 28th CO2O 
inhalations were discontinued. 


On August 3lst X-rays of the chest showed 
residual changes in the left costaphrenic angle 
of the left lung (Fig. 1C). Examination of the 
chest revealed an area of dullness about the size 
of an apple with amphoric breathing in the left 
base posteriorly, just to the left of the spine. 
On September Ist penicillin was disconitnued. 
On September 3rd the white blood count was 
10,500, On September 4th the patient’s tempera- 
ture again rose to 103 with daily remissions to 


101. 


X-ray September 6th showed haziness about 
the left diaphragm with marked density in the 
posterior sulcus. There were increased posterior 
shadows of glands at the right hilum (Fig. 1D 


On September 7th surgical consultation was 
called, a needle was inserted in the area of dull- 
ness and 5 ec. of sterile fluid was withdrawn. 
Penicillin was started and continued until the 
llth with no appreciable change in temperature. 
A rash appeared and penicillin was discontinued. 
Aspirin was continued until September 13th. 


The patient's temperature varied from nor- 
mal to 100. Patient was allowed to sit up in a 
chair for short intervals. 


On September 24th marked dullness in the 
left base was noted and X-rays showed hydro- 
pneumothorax in the left chest, and the lateral 
view showed the fluid to be in the posterior part 
of the left chest (Fig. 1E). White blood count 
on September 27, 1946 was 5,300. On Septem- 
ber 30th 600 ce.’s of sterile fluid was aspirated 
from the left chest. There was no appreciable 
change in the temperature, there being a daily 
rise to 100 degrees from normal. Aspirin was 
discontinued. The only medication the patient 
was now taking was a daily dose of insulin and 
intravenous vitamin B. 
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On October 2nd a typical penicillin rash ap- 
peared and it was treated locally. On October 
9th a fractional test meal showed no free hydro- 
chlorie acid. On October 10th 250 ce.’s of sterile 
fluid was removed from the left chest. By Octo- 
ber 13th the temperature dropped to normal and 
remained so. On October 11th X-rays showed a 
very thin fluid level at the base of the left lung. 
Area of density was greatly reduced over that 
of previous X-ray (Fig. 1F). 

The patient was allowed up in a chair and 
was ready to be discharged when on October 20th 
there was a sudden rise of temperaturé to 104 
degrees. A few rales were heard at the left base. 
The patient was placed on COzO inhalations ev- 
ery two hours and’ 5 grains of aspirin every 
three hours. The next day the temperature rose 
to 105 degrees in the afternoon and gradua!ly 
returned to normal at night. [n three days tie 
daily rise had been reduced to 100 degrees and 
by October 25th the temperature became nor- 
mal. All medication was discontinued. and on 
October 28th patient was discharged from the 
hospital and had no further trouble. 

This case illustrates how long a patient: can 
run temperature and symptoms with an influ- 
enzal infection, especially when complicated 
with some mixed infection. Apparently aspirin 
and inhalations of COzO along with toxemia 
combatting measures have as much effect on the 
temperature and spread of the disease as peni- 
cillin and sulfa drugs. When the temperature 
was elevated and the white count increased, pen- 
icillin and sulfa drugs seemed to have a bene- 
ficial effect. The sudden re-occurrence of symp- 
toms and X-ray signs in the chest when the tem 
perature had dropped to normal was probably 
due to re-infection. This re-infection was prob- 
ably carried by the blood stream. This observa- 
tion is noted in many cases of influenzal pneu- 
monia which have apparently recovered and sud- 


denly have a relapse. 


PSITTACOSIS AND ORNITIIOSIS: Psit 
tacosis was first described in 1880 by Ritter"! 
who associated it with the presence of sick par- 
rots and love birds in the patients’ homes. On 
the one hand it resembles typhoid fever; on the 
other hand influenza, because of the atypical 
pulmonary lesions. During the following fifty 
years various outbreaks have been described 
Which were attributed directly to exposure to 
sick birds of the psit‘acine family. In 1930 there 
were several outbreaks of psittacosis which ap- 
parently were transmitted to other fowl than 


the parrots and love birds. This brought about 
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a very comprehensive study of this disease. In 
1941 Karl Mever'® of the University of Califor- 
nia was successful in isolating a virus, similar 
to that of psittacosis, from the lung of a patient 
who had a history of exposure to pigeons. Re- 
cent studies have also shown the presence of the 
virus in barnyard fowl and other species of 
birds. In view of these discoveries Meyer and 
his associates suggested that the term  psittaco- 
sis be reserved for human cases occurring from 
exposure to psittacine birds such as parrots, par- 
akeets, love birds, and canaries; and that orni- 
thosis be used to designate the disease caused 
by exposure to doves, pigeons, chickens and oth- 
er barnyard fowl. These findings have brought 
about a public health problem in which pigeons 
have been found to be as much of a menace to che 


public health as a dangerous rabid dog. 


SYMPTOMS: The onset of psittacosis is 
usually abrupt with malaise, anorexia, headache, 
backache, photophobia and chills. The patient 
is often res less, has headaches, a non-productive 
cough and may beconie delirious. At times epis- 
taxis may occur and in some instances a picture 
resembling typhoid fever may be present with 
rose spots on the abdomen. The pulse is rela- 
tively slow when compared with the high tem 
perature. The first signs appear slowly in the 
chest and simulate very much those found in in- 
tluenza. The X-ray examina‘ion is practically 


the same as that deseribed under influenza. 


The cough, as a rule, is non-productive, but 
sputum when it is produced is very tenacious 
and is not pink, as found in influenzal pneu 
monia. The blood count shows a leukopenia, but 
at times at the onset of the infection a slight 
leukocytosis may be presen‘. In addition to ty- 
phoid this disease can be very easily confused 
with influenza and other atypical pneumonias 
not caused by the virus of psittacosis. Typhoid 
fever can be excluded by negative blood and 
stool cultures and negative Widal reactions. To 
further differentiate it from influenza the mouse 
test will show the presence of the psittacosis 
“rus in the sputum and is very valuable. One 
may also perform ® complement fixation. test 
which is of diagnostic significance. It is well to 
remember, therefore, that a virus pneumonia can 
be transmitted by most any bird or fowl and 
when atypical pneumonia is discovered, the 
presence of this disease among barnyard fowl, 


pigeons and parro‘s which the patient may have 
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Case 2 


Figure 2, 


follow- 


The 


ing case illustrates such a condition: 


contacted should be investigated. 


Case #2, B. H. #7501: This patient was seen 
on July 18, 1946 at St. Luke’s Hospital in con- 
sultation with Dr. L. C. Hepp and Dr. E. P. 
Sheridan. The patient had had an uncompliecat- 
ed delivery by Dr. Hepp on July 9, 1946, at 
which time the blood count was as follows: Ilem- 
oglobin 91%, erythrocytes 4,520,000, white blood 
count 20,650, polymorphonuclears 80°, ; lympho- 
cytes 20% and urinalysis negative. Patient did 
very well until July 13th when she started to 
run a temperature which reached 103 degrees. 
At this time 25,000 units of penicillin was start- 
ed every three hours and 1,000 ¢e.’s of 59% glu- 
cose given by vein. The temperature continued 
to rise until on July 15th it reached 106, The 
patient was complaining of headaches and ach- 
ing all over. A spinal tap was done which was 
entirely negative, the sugar being 47 mg. 100 ee. 
Blood eulture and urinalysis were negative. 
White blood count was 13,350 with 80% poly- 
morphonuclears and 194, lymphoeytes and 14, 
eosinophiles. Agglutination tests for typhoid, 
undulant fever, tularemia and proteus X were 
negative. Sputum smear showed some pus but 
no predominating organism. A culture was 
made of the sputum which was negative. Spu- 
tum was sent out for the Mouse Test to deter- 
mine the character of the virus but no report 
was obtained as the specimen was presumably 
lost. 

The patient now began to cough considerably 
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and raised a very tenacious sputum. The peni- 
cillin was increased to 60,000 units every three 
hours. On July 18, 1946 my first examination 
of the patient showed a very sick woman, ineco- 
herent and in what appeared to be a typhoid- 
like state. The blood pressure was 100/60, re- 
flexes were negative and rales were heard over 
the entire chest on inspiration, with wheezing 
rales on expiration. The heart tones sounded fair, 
no murmurs could be heard. X-rays taken the day 
before: A single film of the chest showed the 
heart and great vessels to be negative. There 
was a definite cloudy mottling in the lower two- 
thirds of both lungs. This had the appearance 
of bronchopneumonia (Fig. 2A). 


Upon going into the history it was found that 
a few days before her entry into the hospiial, 
the patient had been exposed to sick turkeys, a 
number of which had died. lue to this history 
and the typical clinical findings a diagnosis of 
virus pneumonia, probably ornithosis, was made. 
(Oz0 inhalations were given every two hours, 
the penicillin continued and 500 ce.’s of 5% ghu- 
cose intravenously was given daily. The tem- 
perature began to drop and on July 19th, 1946 
the temperature was 103 degrees. The penicillin 
Was increased to 120,000 units every 3 hours. 


On July 20th X-ray of the chest was as fol- 
lows: A portable film of the chest showed a mod- 
erate clearing of the previously described infil- 
trative process in both lungs (Fig. 2B). On July 
20th the temperature receded to 100 degrees and 
penicillin was reduced to 60,000 units every two 
hours and the COzO inhalations were stopped ; 
however, that afternoon the temperature again 
rose to 105 degrees, the white blood count was 
8,000 at this time. 250 ec. of whole blood was 
given by vein. The temperature did not recede, 
so on the evening of the 21st COzO inhalations 
were again started. On the 22nd the tempera- 
ture dropped to 99 degrees. The white blood 
count at this time was 11,800, 69¢, polymor- 
phonuclears, 26% lymphocytes, 147 monocytes 
and 5; eosinophiles. It was noted that follow- 
ing the inhalations of COzO the patient raised 
a large amount of tenacious sputum. On July 
22nd a portable X-ray film of the chest showed 
considerable clearing of the previously described 
bronchopneumonie process in both lungs (Fig. 
2C 


The penicillin was reduced to 30,000 units 
every two hours and the temperature remained 
normal until the 24th, at which time COzO in- 
halations were discontinued; however, on July 
25th the temperature again rose to 101 degrees 
and penicillin was discontinued, COzQ inhala- 
tions were again started and aspirin given every 
three hours. The patient’s temperature receded 
to normal, with daily rises to 101 degrees. On 
July 27th a regular X-ray film was taken and 
the chest showed a marked clearing of the pre- 
viously deseribed pneumonic process (Fig. 2D). 
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On July 28th the COz0 was discontinued and 
the aspirin continued. On July 29.h there was 
a sudden rise of temperature io 101 and CO2O 
inhalations were again started and within 24 
hours the patient’s temperature had dropped 
to normal. Aspirin and COzO were discontinued 
and the temperature remained normal until dis- 
charge on August 2, 1946. 

This case was probably one of virus pneu- 
monia. Due to the history, the course of the dis- 
ease and clinical findings, ornithosis could not 
be ruled out. 


Investigations revealed there was a _ typical 
respiratory infection among barnyard fowl in 
this area at the time of this woman’s illness, but 


no demonstrable virus could be isolated. 


The white blood count was slightly elevated at 
the onset of infection, but this is rather typical 
of the disease. It appears that penicillin, even 
in large doses, had no great effect on the tem- 
perature, but COzO inhalations and aspirin ap- 
peared to be of much value in the treatment of 
this case. We feel that CO2O inhalations § re- 
moved some of the tenacious sticky sputum and 
prevented further small areas of atelectasis from 


forming. 


OTHER VIRUSES: It has been recently 
shown that the virus of lymphgranuloma vene- 
reum! and trachoma'’ and lymphocytic chorio- 
meningitis'* will produce pulmonary lesions in 
experimental animals. Involvement of the lung 
to a degree sufficient to give X-ray signs is ex- 
tremely rare. Interesting observations made by 
Rake’ '’ and his associates show that the virus- 
es, such as lymphgranuloma venereum and tra- 
choma are susceptible to the chemo-therapy with 
the sulfonamides while psittacosis and meningo 
pneumonitis are not affected. 


Dr. Frank L. Horsfall’’ recommends the use 
of the Strep M. G. test and cold agglutinin test 
to establish a diagnosis in atypical pneumonia. 


He stresses the fact that the blood must be 
kept at room temperature and serum removed 
before storing in the icebox. Even by these 
methods causative agent can be isolated in only 


75% of the eases. 


RICKETTSIAL INFECTIONS: Although 
not true viruses the rickettsias are capable of 
producing atypical pneumonias. Pulmonary le- 


sions have been recognized as part of the elini- 
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cal picture in such rickettsial diseases as typhus 
and Rocky Mountain Spotted Fever.” 


In 1937 Derrick** described a new pathologic 
entity in Australia to which he gave the name 
‘*@”’ fever. These cases gave a clinical picture 
greatly resembling psittacosis except that a punc- 
tate rash usually occurred on the 14th day, but 
apparently no pulmonary lesion developed. 


AMERICAN **Q”’ FEVER: An agent close- 
ly related to the Rickettsia of Australian ‘*Q’ 
Fever has been isolated in Montana by Davis 
and Cox**, which seems to affect persons living 
in the states of Idaho, Montana, Wyoming, 
Nebraska, Oregon, Nevada and Washington, 
but no pulmonary signs or symptoms could be 
found in these infections. However, in 1940 a 
so-called pneumonitis epidemic broke out among 
employees of the National Institute of Health in 
Washington, D. C. who were working with the 
agent of *‘Q’’ fever.** In this epidemic one of 
these patients died. The clinical features are 
very much like that of psittacosis and when the 
patients did develop a sputum it was thick, te- 
nacious, white and not blood tinged. In most of 
the cases physical signs were lacking and the 
X-ray picture was the only evidence of pul- 
monary involvement. 


TULAREMIC PNEUMONIA which is caused 
by the bacterium tularense is often confused 
with influenzal pneumonia and_ psittacosis as 
the clinical picture is very similar. Early diag- 
nosis by laboratory methods is very difficult as 
agglutinins never appear in the first week of ill- 
ness and occasionally four weeks must elapse 


before a diagnosis can be made.‘ 

The intradermal test” for the presence of 
tularemia is often positive the end of the first 
week of the illness but should not be relied upon 
alone in making a diagnosis. 

Hunt* has shown that a therapeutic test with 
streptomycin is a valuable aid in early diagnosis 
and at the same time institutes specific treat- 
ment for the infection. He successfully treated 
eleven cases of tularemic pneumonia with strept- 
omyein of which five were the primary form. 


The author has seen only one case of primary 
tularemie pneumonia. This was seen in consulta- 
tion in Wyoming but he originally made an er- 
roneous diagnosis of virus pneumonia. The man 
had skinned several rabbits and had been bitten 
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hy ticks but no primary lesion was ever seen. 
The case did not show agglutinins in the serum 
until the beginning of the fourth week. 


brucellosis 


BRUCELLOSIS: 


will show pulmonary complications and unless 


Occasionally 


agglutination and intradermal tests are done it 
might be confused with virus pneumonia. Hay- 
den and Kyger*® have recently reported seven 


cases. 


THE MYCOSES, especially coccidioidomyco- 
sis in the early stage might be confused with 
virus pneumonia. The X-rays and blood count 
with an increase in eosinophiles should make one 
suspicious of this condition. One should inave 
skin tests, spuium examinations and serological 


studies done to make a diagnosis. 


TREATMENT 

The treatment of virus pneumonia is almost 
entirely supportive or symptomatic. In influ- 
enzal pneumonia the toxemia and anoxemia are 
the principal conditions to combat. Fluid intake. 
either orally or parentally, must be given, from 
3,000 to 5,000 ee. daily. 
solutions in distilled water or normal saline are 


Intravenous glucose 


of great value, especially in combatting toxemia 
We have found that the use of 


acetylsalicylic acid is of as much value as any 


and aeidosis. 


of the known drugs. It should be given in large 
doses and supplemented whenever necessary by 
codein. Expectorants are helpful when the spu- 
tum is scant, but steam inhalations with tincture 
of benzoin afford a great deal of relief. Oxygen 
therapy, especially when cyanosis and dyspnea 


are present should be employed. 


Since 1930 the author?® °8 has given all pa- 
tients with beginning virus or bronchial pneu- 
monia routine inhalations of 90° oxygen and 
104 carbon dioxide every two or three hours. 
By this method it is felt that small areas of 
atelectasis that would develop are minimized, 
the course of the disease is shortened, and the 
spread of the infection throughout the lune is 
not so extensive. At times transfusions from a 
convalescent donor are of great value in the 


treatment of virus pneumonia. 


The use of sulfonamides, penicillin and strep- 
tomycin should be reserved for cases that develop 
secondary infections, in addition to the virus in- 
fection. They are of great help when these com- 


plications exist. They should be used with eau- 
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tion, but in a true, uncomplicated virus pneu- 
monia they are absolutely worthless and at times 
‘ause serious trouble. 

Vitamin B and Vitamin B complex are of 
great aid when nutrition cannot be maintained 
and they should be continued throughout con- 


Va lescence. 
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CLINICAL ASPECTS OF BRONCHIAL ASTHMA, 


January, 1948 


DIAGNOSIS 


AND TREATMENT 


(Stressing correct diagnosis and early treatment ) 
F. B. SCHUTZBANK, M. D. 


Tucson, Arizona 


ACTORS involving the etiology of diseases of 

the respiratory tract like the asthmas, and 
their various aspects such as susceptibility, insus- 
ceptibility, predisposition, hypo or hyper sensi- 
tivity, challenge our patience and diagnosis. 

Etiologieally, bronchial asthma is classified 
into two main groups, the extrinsic and intrin- 
sic. The extrinsic causes may be by inhalation, 
ingestion, or direct skin absorption of the offend- 
ing substance, while the intrinsic type is caused 
by substances formed within the body of the in- 
dividual. 

It is important to differentiate these two 
groups. 

The extrinsic type is the true atopic asthma 
and the symptoms are produced by the resulting 
effect of an antigen-antibody reaction in the in- 
dividual with the liberation of a toxic hisiamine- 
like substance often referred to as the ‘‘H’’ sub- 
stance. It is in this group that we usually get 
a positive family history and a past history of 
the patient having manifested some evidence of 
allergy* from infancy or childhood, such as ec- 
zema urticaria, food intolerances, hay fever, or 
a tickling cough and bronchitis of undetermined 
origin. It is in this type that positive skin tests 
are usually found and a blood and sputum eosino- 
philia is present. However, a frank atopic asth- 
ma of the extrinsic type may be the first mani- 
festation of allergy and develop in later life from 
long contact with some allergen such as a baker 
becoming sensitized to wheat or rve, or a furrier 
to animal danders. This type of asthma is of itself 
seldom fatal but may render the sufferer a long 
and miserable existence. 

The intrinsic type comprises about 20°; of all 
cases and usually develops in later life. These 
cases appear to be typically allergic but no ex- 
trinsie atopic factor is found to be the cause. The 
family history is usually negative and skin tests 
are, likewise, usually negative or unimportant. 


Read before the Arizona State Medical Convention, Tucson, 
Arizona, May 9, 1947 


* Conditions in which tissues react abnormally toward in- 
fectious agents or toxic protein substances. Used synonymously 
with anaphylaxis, hypersensitiveness, hypersusceptibility, sus- 
ceptbility and predispositon. 


Changes in diet or in the immediate environment 
have no effect on the asthma. This type may be 
severe and rapidly fatal. The symptoms are the 
same as in the extrinsic type. The blood is often 
normal although in some cases there is a high 
eosinophilia, and it is in these patients that there 
is oeeasionally found a coexisting periarteritis 
nodosa. The physiological mechanism is some- 
what different. There is probably no antigen- 
antibody mechanism responsible. There is, how- 
ever, some relationship to atopy and clinically 
these patients are indistinguishable from patients 
with extrinsic asthma. It is thought that in in- 
trinsic asthma the ‘‘H’’ substance is released in 
the shock organs involved by toxie products of 
infection, emotional conflicts, or in metabolic 
and glandular disorders. Disturbances in the 
Thyroid, either hyper or hypo function, and 
ovarian disorders are the most important glandu- 
lar considerations. It is in this group that infee- 
tion is often present, especially in the paranasal 
sinuses or bronchi, and bronchiectasis and em- 
physema follow early. 

In many long standing cases there frequently 
exists a combination of the extrinsic and intrin- 
sie types as infection is superimposed on a pure- 
ly atopie asthma. 

The physiology of bronchial asthma ean be 
best described as a syndrome due to smooth mus- 
cle spasm and capillary permeability causing a 
narrowing of the bronchial passages and edema 
of the mucosa with increased secretion of mueus 
resulting in mild to nearly complete bronchial 
obstruction. The secretions often become dried 
and inspissated, forming the characteristic plugs 
which are responsible for such severe symptoms 
in many eases. The bronchial musculature is un- 
der control of the autonomic nervous system of 
which the sympatheties serve as the dilator sup- 
ply and are usually dominant over the constrie- 
tor parasympathetics. In man one of the respons- 
es of the body to an ‘‘antigen’’ is the constric- 
tion of the bronchial musculature leading to a 
diminished air supply and _ relatively indis- 
tensible lung. This mechanism is due to vagal 
reflexes inaugurated by the inelastic lung which 
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affect the respiratory center producing tachy- 
pnoea and dyspnoea. Contact with an allergen 
is not always essential. Anything that will stim- 
ulate the vagus into activity may incite an at- 
tack. Irritating gases, indigestion, shock, fright, 
sudden temperature changes, headcolds and the 
like may bring on asthma. Sectioning of the vagi 
in an inelastic lung condition decreases or abol- 
ishes the dyspnoea. Clinically, to reverse this se- 
quence of events, we use adrenalin which has a 
powerful physiological action in stimula‘ing the 
sympatheties, resulting in dilatation of the bron- 
chioles and vaso constriction of the blood supply 
to the bronchial mucosa. 

True bronchial asthma is the only disease 
characterized by attacks of dyspnoea or orthop- 
noea, wheezing and coughing associated with ob- 
struction of the lower air passages while in be- 
tween the attacks, the patient is apparently free 
of all symptoms. The attack may, however, be 
of long duration and the patient is then said 
to be *‘status asthmaticus.’’ The asthmatic at- 
tack may start at any time but more often at 
night. The first sensation is often a heaviness 
or tightness in the chest with difficulty in 
breathing. At the onset there is often a tickling 
cough or excessive belching. The dyspnea 
inereases and the patient has to sit up to 
breathe, and the accessory muscles of respir- 
ation are brought into use. It is an ex- 
piratory type of dyspnoea and the condition is 
really one of acute emphysema. There is now 
wheezing and coughing and the patient often 
appears to be in shock with a cold clammy per- 
spiration and a rapid, weak pulse. Often there 
is great apprehension. There may be fever, espe- 
cially in children. After a variable period of 
time when the patient appears to be in extremus 
with violent coughing spells he finally expector- 
ates some mucus or mucus plugs with great re- 
lief and the attack ends. The patient may be 
left exhausted but the chest clears up entirely 
and between attacks there are characteristically 
no symptoms. In mild attacks there may be no 
wheezing audible except with the aid of the 
stethoscope, although the patient is still con- 
siderably distressed. 

In the diagnosis of bronchial asthma a care- 
ful history and physical examination are of ut- 
most importance and often more important than 
skin tests. A detailed account of the patient’s 
life, occupation, environment, time of day or 
season of the vear of the attacks, dietary habits, 
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food idiosyncrasies, ingestion of drugs, relation 
to colds, emotional life, ete., should be ascer- 
tained. In speaking of emotional status, | have 
a patient who gets various allergic manifesta- 
tions when the stock market goes down and he 
improves when the market goes up. Skin testing 
is one means of determining the offending al- 
lergen. Even when positive skin tests are found, 
they are not important unless they can be cor- 
roborated clinically. A positive test merely 
means that the patient has been, is, or is poten- 
tially hypersensitive to the substance. In many 
instances more conclusive results can be obtained 
by trial or elimination diets in determining food 
sensitivities. Many cases have been solved by 
studying a carefully kept food diary in corre- 
lation with the patient’s symptoms. However, 
a definitely positive test must be investigated 
thoroughly. Recently a young man gave a 
strongly positive test to horse dander but could 
not possibly see any relationship to his asthma. 
I made a visit to his home and found that he 
was sleeping on an old davenport stuffed with 
horse hair. If it is decided a patient should be 
tested, complete testing should be done. No one 
can guess which allergens will or will not react 
and just the ones omitted may be the offenders. 
Occasionally, tests are made to special substane- 
es, as not long ago an automobile painter con- 
sulted me because of a recently developed urti- 
earia and asthma. On close questioning it was 
found that he was using a new kind of paint in 
spraying. A patch test gave a 4 plus reaction 
and all symptoms cleared up when he avoided 
that particular paint. 

In addition to the allergy tests, every patient 
should be given a complete general workup. The 
typical asthmatic sputum contains much mucoid 
material or ‘ 
Leyden crystals. 
there is nothing characteristic in the blood. I're 
quently, a high uric acid is found and gout may 


‘plugs,’ eosinophiles and Charcot- 
Other than the eosinophilia 


be associated. In infectious cases the sedimenta- 
tion rate is often elevated, especially if bronchi- 
ectasis is present. Foci of infection in the sinus- 
es, teeth, tonsils, bronchi, or elsewhere should be 
looked for as they may be important contributory 
factors. 

An electrocardiagram should be made as a 
routine on all adult patients. In the acute at- 
tacks the electrocardiograph may reveal chang- 
es characteristic of coronary insufficiency. For 
accurate evaluation it is advisable to have an in- 
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terval tracing rather than one made during the 
attack. 

On X-raying, the heart is usually normal or 
diminished in size unless there is also an associ- 
ated cardiae condition. There is nothing char- 
acteristic in lung films of an uncomplicated 
case ; however, chronic cases usually show heavy 
hilar snadows, emphysema, pulmonary tibrosis, 
or bronchiectasis in some degree. 

In the differential diagnosis one must consider 
cardiae asthma. This should not be too difficult, 
but it is surprising how many cases of cardiac 
decompensation are treated for bronchial asth- 
ma. In cardiae asthma morphine is ideal and 
epinephrin is contra-indicated as a rule, while 
the reverse is true in bronchial asthma. Mor- 
phine will usually quiet the patient and stop the 
wheezing in a cardiac, while in an asthmatic, if 
morphine is given, it may quiet the patient, 
even to the point of death, but the wheezing does 
not stop. In cardiac asthma pulmonary edema is 
present and the rales are moist, while in bron- 
chial asthma the lungs are usually dry and the 
rales are musical and sonorous The most strik- 
ing feature of the patient in a seizure of bron- 
chial asthma is that the dyspnoea is of the expira- 
tory type. 

Pulmonary tuberculosis should be ruled out. 
Patients with pulmonary tuberculosis may 
also have asthma on an allergic basis due 
to the ordinary sensitivities or the develop- 
ment of a sensitivity to the products of the tu- 
berele bacilli. Other forms of bronchial obstruc- 
tion must be looked for. In children a foreign 
body may present difficulty in diagnosis, but 
in such a case there is usually unilateral wheez- 
ing and congestion. The history, bronchoscopic 
and X-ray visualization will aid in arriving at a 
proper diagnosis. Bronchogenic carcinoma or 
other tumors, likewise often cause asthmatic 
symptoms. Chronic bronchitis, emphysema, 
bronchiectasis, lung and mediastinal tumors, sub- 
sternal goitre, persistent thymus, silicosis, or 
aneurysm must sometimes be ruled out. In all of 
these conditions a careful history and physical 
examination with the aid of X-ray and other 
laboratory procedures will help in reaching a cor- 
rect diagnosis. In some cases X-ray visualization 
with iodized oil is necessary. Another point to 
bear in mind is that bronchial asthma plus some 
other condition might be present in the same pa- 
tient and care must be taken not to overlook 
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some other disease more important than the 
asthma itself. 

| am going to divide the treatment of bronchial 
asthma into four headings : 

1. Specific or preventive treatment. 
2. Treatment of the attack. 

+. Non-specific treatment and 

4. Treatment of complications. 

1. The specific treatment is the most im- 
portant. When possible, this consists of elimin- 
ating or avoiding the offending factor or fac- 
tors and hyposensitization to them when elimin- 
ation is not feasible. In avoiding certain foods 
or other offending substances, the most careful 
instructions must be given so as to avoid even 
traces of the offenders as they may be ingredi- 
ents in obscure mixtures or unsuspected tood 
combinations. Carelessness leads to failure and 
when necessary, diet lists and detailed charts 
showing where the causative allergens may oc- 
cur should be provided. Not long ago I saw a 
man very sensitive to rabbit fur. He was work- 
ing as a hat salesman, and as the felt used in 
mens” hats frequently contains rabbit hair, ie 
had become sensitized to it through many years 
of contact. By changing his occupation and 
avoiding rabbit hair, he was completely relieved. 

With substances such as orris root, dust, pol- 
lens, molds, and various other unavoidable in- 
halants or common foods which are practically 
impossible to completely avoid or eliminate, it 
is necessary to hyposensitize. Briefly, this con- 
sists of a series of subcutaneous injections of an 
extract of the offending material or materials, 
beginning with minute doses and gradually in- 
creasing to the point of tolerance or to what is 
considered an adequate immunizing dose. In 
certain cases oral hyposensitization is possible 
and in some patients propeptan therapy works 
well in overcoming food allergies. 

The earlier in life the treatment of bronchial 
asthma is begun, the more favorable the outlook, 
and more serious asthma or its complications in 
later life may be prevented. As a preventive 
measure, it might be mentioned here that two 
allergic individuals should not marry as their 
progeny, according to the Mendelian theory, 
would be unlikely to escape some form of the 
disease. ; 

2. Treatment of the Attack: While an attack 
of uncomplicated bronchial asthma seldom en- 


dangers life, it does so occasionally from ex- 
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haustion or heart failure. It always causes dis- 
tress and urgent relief is desired and welcome. 
Adrenalin is the one drug ‘‘par excellence”’ 
in relieving acute asthma. 0.5 to 1.0 ec. of a 
1-1,000 solution subeutaneously usually gives 
prompt relief. This dose can be repeated every 
hour or two if necessary, until the patient is 
comfortable. 
absorption and a longer lasting effect. 
spray with a 1:100 solution of adrenalin, or one 
of the synthetic preparations as Asthma or Vapo 
Nephrin may in itself relieve mild attacks or 
can be used to augment the subcutaneous dose. 
In older patients the effect on the heart must 
be watched and its prolonged use may have oth- 


Adrenalin in oil provides slower 
Nasal 


er deleterious effects, especially on the liver. 
Aminophylline intravenously in 3% grain dos- 
es usually in 10 ce. of distilled water, given 
alone or in conjunction with the subeutaneous 
adrenalin, is very effective in giving prompt 
doses are not usually neces- 


relief. Larger 


sary or advisable as they may cause un- 


toward reactions, especially nausea and vom- 
iting or cardiae distress. The injection should be 
given slowly, at body temperature. The same 
dose can also be administered in 50 to 100 ee. 
of 50% Am- 


inophylline in 5 to 10 grain doses may be given 


glucose solution in acute eases. 


in 20 or 30 cc. of tap water as a retention enema. 
The patient can administer this at home with 
good results. Aminophylline suppositories may 
also be used. 

When a patient has become fast and does not 
respond to adrenalin or aminophylline, these 
drugs should be discontinued for a time and 
other preparations tried. After a rest they may 
again become effective. Sodium iodide in 15 to 
40 grain doses given separately or with the am- 
inophylline intravenously is especially effective 
where the secretions are tenacious. 

Oxygen or oxygen and helium mixture may 
relieve the dyspnoea and promote comfort. The 
low specific gravity of an 80% helium and 20% 
oxygen mixture allows the gas to penetrate more 
easily through the obstructed bronchioles. 

When the above measures do not relieve the 
attack, the asthma is probably not due to bron- 
chiolar spasm but to bronchial ‘‘ plugging.’’ In 
these cases I often use an emetic with good re- 
sults. Syrup of Ipecac orally or Apomorphine hy- 
drochloride hypodermiecally are both good. The 
vomiting and coughing loosen the tenacious mu- 
cus *‘plugs’’ and they are brought up with great 


Ar1zoNA MEDICINE 41 


relief to the patient. In the cases not too acute- 
ly ill, which cannot be relieved with these more 
bronchoscopic may 


conservative measures, a 


be necessary. This will serve as a diagnostic as 
well as a therapeutic measure. 

Sedation during the acute paroxysm is essen- 
tial. It is wise to talk to the patient and give 
assurance. Morphine is contra-indicated as are 
other of the stronger narcotics. Morphine de- 
presses an already fatigued respiratory center 
and may cause death. One of the main ideas in 
treating asthma is to clear the bronchial tubes. 
Strong opiates depress the cough reflex and the 
thiek- 


which cause 


mucus is not expectorated. It becomes 
ened and forms tenacious ** plugs” 
the obstruction that often leads to *‘status asth- 
maticus.’’ It has been demonstrated pharma- 
cologically that morphine constricts the bron- 
chial musculature. Morphine also frequently 
causes a hangover with nausea and vomiting and 
this may serve to aggravate an already exist- 
ing dehydration and acidosis. It must also be 
remembered that some patients are allergic to 
the narcotic itself. The danger of drug addie- 
tion is great if a patient once gets started on 
opiates and it may lead to serious and undesir- 
able complications. 

There are so many other means of sedation 
available that 
using morphine. 
tum very satisfactory in most cases. 2 or 3 oz. 


of ether with an equal amount of mineral or olive 


there is never any excuse for 


I find ether and oil per ree- 


oil as a retention enema will usually give four 
to eight hours of relaxation or sleep. The dose 
can then be repeated, if necessary. The bromides 
and barbiturates in adequate dosage are useful. 
Paraldehyde or chloral hydrate can often be 
tried advantageously. On occasion if a nar- 
cotic is deemed absolutely necessary, demerol 
hydrochloride is probably the safest, although 
contrary to an article in a popular magazine, it 
is definitely habit forming and its administration 
carries with it all the dangers of the stronger 
opiates, but, perhaps to a lesser degree. 

Codeine in large doses is not advisable. Hyco- 
dan-bitartrate in 5 mgm. doses is much better 
and safer. Apomorphine hydrochloride in small 
doses in a cough mixture acts well as a sedative 
and expectorant. 

Some of the enteric coated pills containing 
ephedrine or similar drugs, aminophylline. 
iodide, and phenobarbital are useful to give at 
bedtime and their delayed absorption may aid 
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in preventing middle of the night attacks. 

In my hands hyposensitization to histamine 
proved to be of questionable value in asthma. 
Likewise, the anti-histaminies, benadryl and 
pyribenzamine afford little or no help except 
for their sedative action. They are, however, of 
value in pollen asthma, hay fever, urticaria, and 
some physical allergies. 

The general condition of the patient must re- 
ceive prompt attention if the asthma has been 
acute or of very long duration. In this climate 
especially, the treatment of dehydration and 
acidosis is very important. These patients have 
often been coughing and vomiting and unable to 
retain fluids or food. Prompt intravenous admin- 
istration of 10% glucose in saline, distilled water 
or Ringers solution is desirabie. This has several 
good effects. In addition to supplying liquids 
and nourishment this hypertonic solution aids 
in relieving the pulmonary congestion. The car- 
bohydrate aids in overcoming the acidosis as well 
as restoring the liver glycogen which may have 
been depleted by the frequent or excessive use 
of adrenalin. It is important to protect the liver 
which is the souree of the plasma proteins as 
well as an important seat of antibody* forma- 
tion both in producing immunity and hyposensi- 
tization therapy. The blood of severe asthma pa- 
tients has been shown to have a decreased total 
protein level as well as a disturbed albumin- 
globulin ratio. Amino aeids are valuable where 
there has been prolonged intoxication or starva- 
tion or where a protein edema exists, but one 
should first ascertain whether or not the patient 
is allergic to any of ‘he ingredients of the prep- 
aration used. Added to the intravenous fluids, 
one may use aminophylline, iodides, vitamins, 
or other indicated drugs. 

Other valuable preparations that may be used 
are ephedrine, ammonium chloride, atropine or 
its derivatives, caeffeine and coramine. Tn older 
patients, ephedrine is not advisable because of 
the danger of bladder congestion which may re- 
sult in dysuria or bladder retention to complete 
obstruction. Propadrine ICL or Nethamine may 
be substituted. Potassium Todide is the most fa- 
vored expectorant. For all patients having se- 
vere asthma it is usually wise to put the patient 
in as dust-free room es possible and remove or 
cover all feather pillows. Rugs, drapes an.J up- 
holstered furniture should be removed. 


* Antibodies are body cell secreted ferments such as agglutin- 
ins, preciptins, opsonins, lysins, bacteriocidens, etc 
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In several cases of intractable asthma, I have 
had suecess from the administration of inhala- 
tion ether anesthesia. One dramatic response 
Was in a seemingly hopeless case of *‘status asth- 
maticus’’ where it was obvious that the patient 
was suffering from bronchia! obstruction. She 
was kept in third state anesthesia for about ten 
minutes. 
and coughing, she brought up several tenacious 


During the post anaesthesia vomiting 


‘plugs.’ For the first time in months she was 
able to breathe freely and three days later she 
walked out of the hospital. 

In less acute stubborn cases, other procedures 
are sometimes worthy of trial. It was noted long 
ago that when an asthmatic developed some 
intercurrent infection associated with a_ high 
fever the asthma disappeared for a variable, but 
Artificial 


fever was, therefore, tried and in some instances 


often considerable length of time. 
gave relief. 

Foci of infection should be eradicated if pos- 
sible. Stock or autogenous vaccines are some- 
times worth a trial in chronic infectious cases. 
Non-specific foreign protein therapy, such as 
typhoid vaecine, occasionally stimulates a favor- 
able reaction. X-ray therapy to the sinuses and 
bronchial tubes is occasionally effective. In chil 
dren radiation therapy to the naso pharynx is 
frequently helpful. One of the newer thera 
peutic measures has been the use of penicillin. 
I have used aerosol penicillin with oxygen pres- 
sure in conjunction with the usual injection 
method in about 75 cases. My conclusions are 
that it is of no value in uncomplicated atopic 
asthma, but it is of great temporary value in 
cases where there is a superimposed bronchial or 
sinus infection. No lasting relief can be expect- 
ed unless the cause of the underlying allergy is 
found and corrected. While the penicillin is 
being administered the infection is often brought 
under control and the ‘‘pussy’’ expectoration 
subsides or frequently appears to clear up com- 
pletely and the general condition of the patient 
improves. Although I encountered several pa- 
tients who developed skin rashes, because of 
sensitivity to the penicillin, in only one case 
Was it necessary to discontinue the course of 
treatment. More have found the 
crystalline penicillin better for inhalation. Some- 


recently I 


times I found that changing the brand of peni 
cillin was effective. Streptomycin may prove 
to be of value in penicillin resistant cases. 


A non-spicy and low sodium and sodium salt- 
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free diet is advisable to produce a reasonable de- 
gree of dehydration which is desirable in 
chronie cases. Ammonium chloride alone or in 
conjunction with diuretics is indicated where 
there is evidence of fluid retention. Frequent 
small meals should be prescribed. 

Vitamins and tonies are helpful. Various vita- 
mins have had their day in the treatment of 
asthma. I irst D, then B or nicotinic acid, and 
more recently C in large doses. There have been 
reports of Vitamin P increasing capillary resist- 
ance and being of benefit in allergy conditions. 
None is specific, but multivitamin therapy for 
improving the general resistance is helpful. One 
must be careful that the patient is not sensitive 
to some ingredient in the vitamin used. | often 
find it better to give each vitamin separately. 

There is no question about there being an add- 
ed burden to the heart in bronchial asthma and 
I have used digitalis in tonic doses for many 
years. It would seem to aid in preventing car- 
diae failure and may be better than waiting un- 
til a break in compensation occurs and then digi- 
talizing the patient. 

One of the oldest known tonics or alteratives 
is arsenic. In the past few years it has again 
come into prominence. Given in the form of 
Fowlers solution in 3 to 5 minim doses or arsenic 
iodide in 1/12 to 1/20 grain doses it may be tried. 

It has been my practice to advise asthmatics 
to give up smoking. All of us know that tobacco 
or other smoke causes bronchial or pulmonary 
irritation and in many cases appears to be a 
factor in producing a bronchitis which can only 
aggravate the asthma. Avoidance of dampness, 
smokes, fumes, dusts, undue exposure to inclem- 
ent weather or colds, avoidance of physical ex- 
ertion, and overeating, securing plenty of rest, 
ete., are all routine instructions. 

The psychie aspect of the patient must be con 
sidered. Most allergic individuals are of a ner- 
It is well 


‘ 


vous temperament or ‘‘high strung.” 
known that worry, aggravation, emotional upsets 
and excitement may be the factors that induce 
the asthma. Frequently unsatisfactory home 
conditions, especially in children, are impor- 
tant considerations. The asthma may be the 
manifestation of a subconscious rebellion or pro 
test in the life of an allergie individual. These 
contributory factors have been described as the 
trigger mechanism—but the gun was already 
loaded. Certainly the primary allergy condition 
present cannot be on a psychogenic basis. It is 
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important, however, in any case to consider all 
the psychic influences that might be contribut- 
ing toward causing the attack and if possible re- 
lieve them. In some cases psychotherapy is ad- 
visable. 

Change of climate is no doubt of great value 
in many cases. Unquestionably, the warmer, 
drier climate of parts of Arizona is desirable for 
many chronic asthmatics, but in an uncomplicat- 
ed case it is likely that when prompt relief oce- 
curs the patient has left behind something 
which caused the asthma. That something may 
be atopic or. as stated above, some environmental 
factor having a nervous or psychic influence 
that was the trigger in setting otf the asthma. 
Change of climate is justified after the patient 
has been given the benefit of a thorough study 
including a careful history, examination, and 
testing. Older patients with respiratory tract 
infection are helped by moving to a warm, dry 
climate. Others who are made worse by cold, 
high humidity and rain may be greatly benefited 
by a change of climate. 

Surgical measures, as extirpation of the symp- 
athetic ganglia or section of the vagus in the 
cervical region, have been attempted in the be- 
lief that the number of constricting stimuli to 
the bronchi will be reduced. Some cures have 
been reported but such dangerous procedures 
are seldom necessary. Removal of polyps or oth- 
er nasal and sinus surgery should be done if 
indicated. 

In the trea‘ment of complications, [I will 
mention a few of the major points. 

Chronie bronchitis is probably the most fre- 
quent complicating factor and every effort 
should be made to clear it up. In my opinion the 
giving up of smoking is very important. 

In emphysema the fitting of a tight abdom- 
inal support affords gratifying relief in many 
cases and should be used more often. 

The value of postural drainage when bron 
chiectasis is present should not be forgotten. 

Pneumonia is always a dreaded and serious 
complication. 

Massive collapse of the lung is an emergency 
complication that occasionally arises abruptly 
and may prove fatal in bronchial asthma. 

Results and Prognosis. All in all, in compari- 
son with other chronic diseases such as chronic 
arthritis, cardiovascular renal disease, ete., the 


results of treatment are considered good. The 
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patient's symptoms can usually be ameliorated 
even if not completely or permanently relieved. 

In conclusion, the treatment should be started 
as early in life as possible before emphysema, 
chronic bronchitis, pulmonary fibrosis, bronehi- 
ectasis or cardiac failure have made full recov- 
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ery difficult or impossible. The exciting factors 
must be found and either eliminated or success- 
fully overcome by hyposensitization or both, and 
the contributory factors must be avoided. As a 
final word it must be remembered that everyone 
who wheezes does not have bronchial asthma. 





HYPERTROPHIC PYLORIC STENOSIS AND VOMITING 
IN INFANCY 


DONALD E. NELSON, M. D.* 
Safford, Arizona 


F all the symptoms indicative of underlying 
pathology in infancy, vomiting is the most 
common. 

The three mechanisms through which vomit- 
ing is elicited are:! 
1. Reflexly by 
other viseus through the 


irritation of the stomach or 
Vagus and sympa- 
theties. 

2. Impulses from other cerebral centers act- 
ing upon the vomiting center in the Medulla. 

3. Chemical materials carried to the vomit- 
ing center through the blood stream. 

The time of the appearance of the symptom 
complex of vomiting indicating underlying path- 
ology, can be divided into three chronological 
periods; from birth until the end of the first 
week, from the first week to six months, from 
six months to two years, at which time the in- 
fancy period is at an end. 


FIRST WEEK OF LIFE 


developmental anomalies 


While 
form a large group in which vomiting is the 


infrequent, 


cardinal symptom, primarily because of an ob- 
struction somewhere in the G. I. tract. They are: 


I. ESOPHAGEAL OBSTRUCTION: 

The most common of which is atresia with 
tracheo-esophageal fistula in which the upper 
esophagus ends in a blind pouch and the lower 
part communicates with the trachea or a_pri- 
mary bronchus. With an obstruction being high 
up the first and subsequent feedings will be re- 
gurgitated and the vomitus will contain no bile. 
There may be attacks of coughing and cyanosis 
due to aspiration of food, and because of the 
fistula, marked gastric tympany will be present. 


Farber’s? test will be positive. This test is of 


* From The Butler Clinic, Safford, Arizona. 
Presented before the Arizona State Medical Association, May 
9, 1947. 


value in diagnosing any gastro-intestinal atresia 
in the new born. 


Il. DIAPHRAGMATIC HERNIA? 

The symptoms depend on the number of ab- 
dominal viscera displaced into the thorax. Vom- 
iting, cyanosis and dyspnea are present. In- 
testinal percussion and distant 


eurgling auscultatory 


tympany on 
respiratory sounds are 
pathognomonic. 

X-ray studies readily confirm the diagnosis. 


Ill. INTESTINAL STENOSIS OR 
ATRESIA: 

While persistent vomiting, dehydration and 
fever are symptoms seen 24-48 hours after birth, 
the most prominent symptom is marked abdom- 
inal distention. In two eases delivered by the 
author, the distention presented a marked soft 
part dystocia which made the delivery of the 
trunk quite difficult. Infant C. S. lived but two 
hours, infant D. B. lived thirty-seven hours. The 
latter infant regurgitated its first feeding and 
subsequent feedings thereafter. The vomitus at 
first was curdled milk but after the third feed- 
ing became bile colored. X-rays showed marked 
distention of the small gut and confirmed the 
diagnosis of intestinal atresia. However, sup- 
portive therapy and negative gastric suction did 
not maintain the infant until surgery could be 
both 
cases revealed intermittent areas of 8 to 16 em. 


resorted to. Postmortem examination in 
in which there was isolated, partially occluded 
segments of gut joined by small bands, giving 
the picture as of a string of beads. 


IV. DUPLICATION OF THE INTESTINES 

Duplication of the alimentary canal may oe- 
cur anywhere from the base of the tongue to 
the anus. Duplication, regardless of site, is usual- 
ly a blind pouch and the mucosal lining secretes 
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a fluid, mucoid in character, causing the pouch 
to eventually swell to the point of obstructing 
that part of the canal to which it is adjacent. 
Henee, pain, dehydration, 
visible peristalsis and, occasionally, bleeding, if 


colicky vomiting, 
the canal mucosa sloughs off from pressure ne- 
crosis, will be present. The duplication can fre- 
quently be felt as a rounded, smooth, usually 
non-tender mass and is freely movable. X-ray 
studies may or may not confirm the diagnosis 
depending on the site of the duplication. 


V. MALFORMATION OF THE RECTUM 
AND ANUS“ 

Several types of malformation occur. How- 
ever, regardless of type, the symptoms again are 
those primarily due to obstruction. Ribbon-like 
stools or complete absence of stools and rectal 
examination readily confirm the diagnosis. 


VI. MALROTATION OF THE INTESTINE 
AND COLON :° 

In incomplete rotation of the gut, the cecal 
portion will migrate and lie just below the distal 
half of the stomach. The reflected band of the 
peritoneum running from it will therefore lie 
across the descending portion of the duodenum 
and partially or completely obstruct same. Con- 
currently, because the small intestine lacks the 
normal fixation, there may be a volvulus of the 
entire midgut. As the rudimentary attachment 
of the mesentery of the small gut lies just below 
the origin of the superior mesentery artery, the 
twisting of the gut on its pedicle-like axis not 
only may obstruct the intestine but stenos or even 
completely close the superior mesenteric artery 
with resultant infarction. The majority of cases 
manifest themselves during the first three weeks 
of life although, dependent upon the degree of 
obstruction, they may show up at any time in 
later life. 

Vomiting is the predominant symptom since 
obstruction is high in the gut. The usual signs 
of obstruction are present and the vomitus is 
bile stained, ruling out pyloric stenosis. X-ray 
studies reveal obstruction usually in the lower 
third of the duodenum and a Barium enema will 
show the cecum in the epigastrum. Hence, the 
condition offers no diagnostic difficulty. 

In all of the above conditions, treatment is sur- 
gical after adequate therapy of the dehydration, 
avitaminosis (K & C) and correction of the acid 


base balance. 
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When the above developmental anomalies are 
ruled out, there remain three causes of vomiting 
in the first week of life: 

The first is regurgitation of blood swallowed 
by the infant in its passage through the birth 
canal. This appears within a few hours after 
birth and promptly corrects itself with the emp- 
tying of the stomach. 

The second condition is organic lesions of the 
brain or Tentorium caused by birth %rauma 
which introduces itself with projectile vomiting 
bearing no relaitonship to feedings. The Moro 
and Magnus de Kleijn reflexes may be altered 
and partial or complete paralysis of one or more 
extremities may be present. Bulging fontanelles, 
areas of scalp injury and/or hematomas and 
bloody spinal fluid make the diagnosis certain. 
To be ruled out, of course, is the projectile vom- 
iting of pyloric stenosis which, however, rarely 
manifests itself before the second week and the 
vomitus is not bile stained. Treatment is aimed 
primarily at reducing intracranial pressure, cor- 
rection of dehydration, keeping in mind that de- 
hydration is of value in this instance from the 
standpoint of reducing intracranial pressure, 
and introduction of Vitamins K and C into the 
infant’s economy as well as other chemicals that 
hasten blood clotting. 

Third, and the cause of 90% of all vomiting 
in the first week of life is dietary difficulties. 
Usually the formula is too high in fat or the 
curd tension is too high as is found in raw milk 
or milk heated only moderately. Also, acidified 
formulas may occasionally cause trouble in in- 
fants with an abnormally high gastrie acid 
of - the 
formula usually ablate the symptom complex 


secretion. Experimental corrections 
in 3-5 days. 

Over distention of the stomach either from 
too large a feeding, too frequent feeding, or 
aerophagia also can be considered to fall into 
this group. Interrogation of the mother or nurse 
as to the formula and feeding habits of the in 
fant plus postprandial observation to rule out 
aerophagia from sucking, readily reveal the 
solution for correction of the over distention. 


SECOND WEEK TO SIX MONTHS 
PERIOD 
I. The one developmental anomaly which, 
while present at birth, rarely manifests itself 
before 10-14 days after birth is hypertrophic 
pyloric stenosis." Etiological theories are le- 
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gion. The theory of central nervous system in- 
jury during birth, the theory of relationship to 
Hirschsprung’s disease, the theory of it being 
the end result of a pre-existing spasm, all lack 
adequate scientific proof. Bonell*® has shown 
experimental proof that infants with pyloro- 
spasm do not produce protective ferments which 
have the function of destroying maternal foreign 
proteins absorbed by the infant. He _ believes 
this lends further support to Stolle’s theory of 
pylorospasm being due to a hormonal action of 
maternal proteins on the smooth musele of the 
infant’s gut. However, experimental confirma- 
tion of his work has not been done in this 
country. 

Regardless of etiological explanation, the con- 
dition presents itself as an enlarged pyloric 
valve % to % of an inch in diameter, pink grey 
in color, and having a gristle-like consistency. 
Microscopically, the nerve structures are nor- 
mal in number and architecture ruling out a 
neurogenic origin. In infants under ten days of 
age, the submucosa and mucosa are normal. 
However, after this time the forcing of food 
through the small lumen causes edema and leuco- 
cytie infiltration of the two layers, thereby fur- 
ther narrowing down the lumen and, hence, pro- 
dueing the typical signs of obstruction two or 
more weeks after birth. The hypertropied mus- 
culature is present at birth but by itself does 
not narrow the lumen to the point of producing 
obstructive symptoms. That there is probably 
a concurrent spasm is now the accepted belief. 
The five cardinal symptoms are: 

(1) Regurgitative vomiting containing no bile 
followed in 1-3 days by projectile vom- 
iting. 

(2) Palpable right upper quadrant pyloric 
tumor best elicited right after a vomiting 
episode. 

(3 


— 


Seanty stools (although starvation diar- 
rhea was present in 15% of Lanman’s'® 
425 cases). 

(4) Visible gastric peristasis moving from 
left to right. 

(5) The weight curve declines, in the absence 
of fever, and no evidence of infection is 
present. 

Dehydration and alkalosis may or may not be 
present, dependent on how soon the physician 
sees the case, after the syndrome has first mani- 
fested itself. 
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In the differential diagnosis, pylorospasm is 
the main condition that will present any diag- 
nostic difficulty. Infants with this pathology 
usually show a hypertonicity of the trunk and 
extremities. The vomiting begins soon after birth 
and is periodic, i.e., present for two or three 
days and then absent for two or three days. 
There is no palpable tumor. However, it must 
be realized that pylorospasm is considered by 
many to be but a lesser degree of hypertrophic 
pyloric stenosis. 

Alimentary canal obstruction regardless of 
etiology (vide supra), all with the exception of 
esophageal obstruction, ustially produce bile 
stained vomitus and initiate themselves soon 
after birth. In esophageal obstruction, the con- 
comitant respiratory symptom assists in the 
diagnosis. 

In intracranial injuries, the vomiting, while 
projectile, is bile stained and unrelated to food 
taking, and attendant neurological symptoms 
rule out stenosis. 

If doubt still exists, x-ray studies are in or- 
der. However, when the five cardinal symptoms 
have been satisfied, there is little to justify the 
further handling of the sick infant. 

Treatment by the Fredet-Ramnstedt operation 
is the procedure of choice. Ladd‘ in 177 cases 
operated on between 1936-1939 had a mortality 
rate of 0.56%. Lanman'’ between 1928-1931 in 
150 eases treated by this operative technic, had 
a mortality rate of 2(,. Donovan* in 100 cases 
reported in 1932, lost only one case and in 143 
consecutive cases reported in 1937, had no fatali- 
ties. The above authors stress the reduction in 
mortality rates as being due to increased atten- 
tion to combating the dehydration and acid base 
inbalance before the infant is reported to sur- 
gery. Also, the cases are being recognized earlier 
and are being brought to surgery before extreme 
degrees of dehydration and alkalosis are present. 

Post operatively, it is common practice to start 
feeding the infant at two hour intervals as soon 
as it is conscious. This procedure has been ques- 
tioned by Faber and Davis'' who have shown 
in nine cases of pyloromyotomy that there is a 
gastric retention of dilute Barium for 20-29 
hours post operatively. They conclude that post 
operative vomiting in pyloromyotomy is due to 
the too early introduction of food into the stom- 
ach. Better were it if the infants were treated 
with intravenous or subcutaneous fluids and on 


a feeding regime similar to laparotomies. 
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Despite the low mortality from the operative 
procedure, attempts are still being made to treat 
the syndrome medically. This is based on the 
theory that if the spasm phase can be relieved, 
the stenosis may not be severe enough to cause 
obstruction symptoms; and the hypertrophied 
muscle will disappear or correct itself after the 
third month. In the past, atropine has been the 
commonly used antispasmotie but its side reac- 
tions have precluded its use in that dosage has 
to be pushed to the point of poisoning before the 
spasm is relieved. Jacoby’ divided fifty cases 
into two groups. One group consisted of twenty- 
six cases treated medically and the criterion for 
a case to be placed in this group was that vomit- 
ing must start in the fourth week or later and 
the infant must not be severely dehydrated. As 
an antispasmotic, he used Eumydrine which is 
a methyl] nitrate salt of atropine* and which pro- 
duces very little peripheral autonomic effects. 
The drug was used as a 0.6% alcoholic solution 
and given in a dosage of four drops 15 minutes 
before feedings four times on the first day, 
before three feedings on the second and third 
day and when vomiting had completely stopped, 
two drops were given three times daily for four 
months, at which time the disease had run its 
natural course. He also reduced the food intake 
to one ounce every four hours for infants weigh- 
ing less than 64% pounds and 1% ounces for 
those over this weight point. The formula was 
used full strength and maintained at the low 
level of volume for 24-48 hours, after which time 
he increases the daily total volume by one-half 
ounce until the infant was taking its full calorie 
requirements. 

The twenty-six cases so selected and treated 
stopped vomiting by the third day, regained 
their weight and progressed on a weight curve 
basis the same as normal infants. 

Using the same procedure, I have treated three 
cases of hypertrophic pyloric stenosis with the 
exception that the Eumydrine was in a 1 :10,000 
aquaeous solution and the dosage was fifteen 
drops before each feeding. In case F. R. the 
infant started vomiting on the tenth day after 
birth. A diagnosis of stenosis was made three 
days later and twenty-six hours after institu- 
tion of Eumydrine therapy, the infant ceased 
vomiting and presented no more symptoms. 
Cases L. B. and E. M. started vomiting of the 
projectile type 22-27 days postpartum, respec- 


tively. Forty-one and sixty-eight hours after 
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institution of Eumydrine therapy, respectively, 
both cases ceased vomiting and went 6n to an 
uneventful recovery. ‘They were on maintained 
Eumydrine therapy until the end of the third 
month. In all three cases the diagnosis was made 
early and dehydration did not present a prob- 
lem. Here, then, we have an antispasmotie drug 
which gives promise of amelioriating the symp- 
toms of stenosis. With this evidence in hand, all 
non-severely dehydrated regardless of 
when the syndrome appears, should be treated 
medically for a period of 3-4 days in which time, 
if Eumydrine is going to work, the infant will 
stop vomiting. If the drug fails, nothing has 
been lost as the infant during the four-day trial 
period can be hydrated parenterally. 

The second group of twenty-four cases were 
severely dehydrated and Jacoby feels that they 
are best treated surgically. 

The mortality rate in both his groups being nil. 


cases, 


II. Intra-abdominal hernia, despite its rarety, 
is another condition which may give obstructive 
symptoms at any time from birth on. It is 
caused by a loop of bowel becoming incarcerated 
in congenital rents of mesentary, broad ligament 
or omentum. 

Symptoms and findings are those of intestinal 
obstruction, and diagnosis is rarely made except 
by exploratory surgery. 


If. 
between the third and eleventh month, the peak 
of incidence the third and sixth 
months of life. There is usually a sudden, dra- 
matic onset of vomiting and colicky abdominal 


Intussusception, while it usually oecurs 


is between 


pain in a previously normal, well developed in- 
fant. In 85% of cases, bloody stools are present 
and the infant appears in shock in 12-24 hours 
after the onset. In three-fourths of the cases, a 
palpable, sausage shape, non-tender mass can be 
felt in the right upper abdominal quadrant. 
Rectal examination the 
portion of the bowel which feels comparable to 
the cervix uteri. X-ray examination need rarely 
be done as the history, symptoms and physical 
examination are almost pathognomic. If the 
condition is diagnosed and treated surgically 
within 24 hours after onset, the mortality rate 
However, as the time increment from 


may reveal advanced 


is zero. 
onset inereases, so does the mortality rate. Non- 
surgical reduction by colonic injections of Ba- 
rium under fluoroscopic control as advocated by 
Stephens," will in many early cases reduce the 
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condition and, hence, should be tried first before 
surgical intervention. 

IV. Incarcerated hernia frequently produces 
reflex vomiting and has its highest morbidity 
during the first six months of life. Ninety-five 
per cent occur in males and 80% occur in the 
right inguinal canal or ring. The diagnosis and 
treatment are self-evident. 

V. Peptic ulcer,’ while extremely rare, oc- 
casionally is present at birth and may produce 
bloody vomiting. It is rarely diagnosed except 
at autopsy. Roentgenological studies may reveal 
the condition in the course of looking for other 
pathology. Treatment is by Sippy regimen. 

VI. Meconium Leus, meconium occasionally 
contains no bile or cholestrol because of bile duct 
obstruction and, henee, will be grayish white 
and putty-like in consistency. The infant may 
be unable to expel the material and will show 
typical signs of obstruction. Jaundice is usually 
present and the liver may be enlarged. Pass- 
age of a first clay-like stool (the meconium plug) 
with subsequent absence of stools make the di- 
agnosis relatively easy. Mild laxatives may be 
used in an attempt to dislodge the fecal bolus 
but surgery must be resorted to to relieve the 
bile duct obstruction, unless, as in some cases, 
if due to inspissated bile and mueus that may 
be dislodged by medical means. 

VII. Gastro-enteritis: The etiology of diar- 
rhea'® in the new born in epidemic or endemic 
form, still remains a debatable question. Is it 
a virus? Is it a streptococcus from an upper re- 
spiratory infection? Is it a food allergy? In 
the majority of case studies, the findings have 
been inconclusive. When in doubt, the virus 
category is the favorite waste basket.'* 

Vomiting, usually present, may be controlled 
by withholding foods and fluids for 24 hours and 
by the use of intramuscular sodium phenobarbi- 
tal. After fasting 24 hours, a solution of 5% 
glucose in saline may be given orally in 30-60 ce. 
doses every 15 minutes, gradually increasing the 
amount by 120 ec. each succeeding hour. As the 
diarrhea may cause much base loss ond the vom- 
iting much hydrochloric acid loss, parenteral 
Hartman’s solution is of great value in combat- 
ing the dehydration and correcting the PIT im- 
balance. 

As diarrhea is endemic in the southwest, and 
cultures routinely fail to give any clues, I use 


the slowly absorbed sulfa drugs which have de- 
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creased the average duration of a case from 7-10 
cays down to 3-4 days. The fact that these 
suita drugs work would indicate that we are 
probably dealing with a bacterial infection rath- 
er than a virus. 

VILL. Rumination: Between the third and 
sixth months of life this is not an infrequent find- 
ing. It is easily recognized by observing the typi- 
cal tongue and lower jaw forward and slight head 
extension attitude of the baby. The infant makes 
rhythmical chewing movement, bringing up food 
which is then non-forceably ejected or drooled 
from the mouth. Treatment consists in giving 
thick feedings or semi-solid foods, distraction of 
the child’s attention and in severe cases where 
the weight curve starts declining, the use of a 
rubber ballon at the cardiac end of the esophagus 


after feedings. 


SIX MONTHS TO TWO YEAR PERIOD 

I. Infections: Any infectious or contagious 
disease usually has vomiting as an attendant 
symptom. The vomi:ing bears no relation to the 
ingestion of food and it is probably due to a 
heightened irritability of the vomiting center 
induced by the increased body temperature. 
Control of the symptoms is the same as elabor- 
ated upon under diarrhea above plus, of course, 
measures to lower the fever and direct ‘reatment 
of the specifie infection. 

Il. Habit: Following an attack of an infee- 
tious disease an infant probably, because of the 
attention it obtained by vomiting while ill, will 
continue intermittently to vomit with no appar- 
ent cause. Also, when there is a clash of wills 
between too over attentive parents and the child 
over eating, wetting or other behavior problems, 
the child will vomit as a resentment reaction. 
Proper advice to the parents relative to ignor- 
ing and making no fuss about the condition is 
the best therapy. 

Il. Intra-abdominal infections including Pri- 
mary Peritonitis: Appendicitis, Meckel’s diver- 
ticulitis, and mesenterie lymphadenitis may all 
produce vomiting as the only symptom apart 
from fever. Objective signs in the first two all 
point to an inflammatory reaction usually in 
the right lower abdomen. In mesenteric lympha- 
denitis, there is usually a history of previous 
upper respiratory tract infection. The white 
blood cell count is rarely above ten thousand 
and tenderness is not as marked or localized as 
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in the former two. Fever is low grade or absent 
and observation for 6-8 hours will usually reveal 
subsidence of symptoms. The vomiting need not 
be treated other than the withholding of food. 
Surgery is indicated in the first two conditions 
and chemotherapy in the latter. 

Primary peritonitis’ is seen following infee- 
tion in some other part of the body, usually in 
the upper respiratory tract. The caustive organ- 
ism is usually a hemolytic streptococcus or pneu- 
mococcus which is carried to the peritoneal cav- 
ity by the blood stream. Symptoms consist of 
vomiting, dehydration, restlessness, irritability, 
high fever, marked perspiration and diarrhea 
(in about 50% of the cases). The infant appears 
quite ill. The abdomen is soft and doughy feel- 
ing and moderate abdominal distention is pres- 
ent. Bowel sounds are usually absent. The white 
blood count runs between 20-50,000, A coneur- 
rent pneumonia may mask the abdominal path- 
ology. However, a fast respiratory rate, absence 
of abdominal tenderness and a chest x-ray should 
make the differential diagnosis certain. 

If one is sure the peritonitis is of the primary 
type, chemotherapy is best. However, if there 
is any doubt, it is better to resort to conservative 
surgery for diagnosis. 

IV. 


foods or poisons represents a toxemia initiated 


Toxic: Vomiting from ingested, spoiled 


by extrensic factors. The vomiting is induced 
primarily by irritation of the vagal nerves in the 
stomach. Intrinsic toxemia such as is seen in 
uremia, ketosis or any disease condition marked- 
lv altering the blood chemistry by increasing 
the index of catabolic waste products, will induce 
vomiting by direct action of these products on 
the vomiting center. Elimination of the specific 
toxic substance is the treatment. 

Into this 
is placed all types of vomiting that tend to recur 


V. Reeurrent vomiting: catch-all 
at periodic intervals, usually between the ages 
of 1% years and puberty. Unhappily, it is not 
a scientific definitive entity in that the etiologi- 
cal cause is varied and the only thing that all 
have in common is eyelic attacks of vomiting. 
Etiological causes around which much diseus- 
sion still fans itself are : 

(1) Infections of tonsils, teeth, mastoids, 
urinary tract, ete, which may cause decreased 
carbohydrate intake and resultant ketosis. Hy- 
poglycemia 1s usually not present in this group. 

(2) ’ It is characterized by 
convulsions. 


Hypoglycemia :* 
somnalenee, ketosis, vomitine and 
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Attacks are precipi‘ated by excessive play. In 
some children there appears to be an abnarmally 


low blood sugar level between bed time and 
waking time. In others, low blood sugar per 


cents are found following a period of anorexia. 
Treatment is the introduction of dextrose into 
the system either orally if it can be retained or 
parentally. Yet, many cases do not stop vomit- 
ing after the hypoglycemia and ketosis have 
been corrected. Prophylaxis, however, will usual- 
ly prevent the attack if the child is given rest 
periods and a glass of milk or stick candy be- 
tween meals and at bedtime. 

(3) Food allergies: Cases are reported 
wherein chocolate, peanuts, milk or almost any 
specific food precipitates attacks of vomiting 
whenever ingested. Elimination of the food from 
the diet prevents further attacks. 

(4) Lesions of the gastrointestinal tract: In- 
complete obstruction such as may be seen in 
malrotation of the intestines, chronic appendi- 
citis, sliding types of intra-abdominal hernia and 
others may produce repeated attacks of vomit- 
ing and usually go undiagnosed until attention 
is focused upon the abdomen by acute findings 
of intra-abdominal pathology. 

(5) Neurogenie 2! Children and infants in 
this group usually have an unstable background. 
Family history reveals members with migraine, 
or neurodermatitis, or neurocirculatory asthenia 
and other psychothenic syndromes. Any nervous 
excitement or exhaustion precipitates the vomit- 
ing and in many instances, is preceded by head- 
aches. 

(6) Gastro enteroptosis: Talbot of Boston 
and others have repeatedly emphasized faulty 
body mechanics and visceroptosis as an etiolog- 
ical factor and claim excellent results with mus- 
cle education and abdominal supports. 

Regardless of the etiology in recurrent vom- 
iting, treatment of the vomiting and dehydration 
is of most importance during the attack. Rectal 
Bromides or intramuscular phenobarbital raise 
the vomiting center threshold of irritability and 
cause a cessation of vomiting. Ice chips and dry 
crackers ingested in small amounts are usually 
well tolerated and soft diet can be instituted 24 
hours from the time the vomiting has stopped. 
A search for the etiological cause usually proves 
futile, however, and the treatment of the vomit- 
ing itself is usually all that is necessary. 


SUMMARY 

1. Vomiting has been shown to be the com- 
monest major symptom of underlying pathology 
in infaney. 

2. The disease syndromes in which this is 
true have been described and have been placed 
in chronological periods relative to the time of 
their appearance in the life of the infant. 
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3. The general and specific treatment of the 
vomiting symptom complex (dehydration and 
alkalosis) has been discussed, including the gen- 
eral therapy of the underlying or direct causa- 
tive pathology. 

4. Two eases in which abdominal distention 
present in the infant at birth caused a soft part 
dystocia are described. The distention was due 
to intestinal atresia. 

5. Three cases of pyloric stenosis are describ- 
ed in which the anti-spasmotic drug, Eumydrine, 
relieved the obstruction and its attendant vom- 
iting, permitting the infants to retain and digest 
their feedings to the point that they were able 
to maintain their weight curves. 
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MEDICAL OBSERVATIONS ON THE MANAGEMENT 
OF SHOCK 


CHARLES A, L. STEPHENS, Jr., M. D. 


Tucson, Arizona 


ITH the increasing number of accidents 

in the homes and on the highways, physi- 
cians of all specialties are often called to treat 
patients suffering from shock; yet few physi- 
cians see shock in all iis varieties of form and 
severity with sufficient frequency to gain wide 
experience and to formulate standard patterns 
of therapy. 

During the recent war, combat casualties often 
developed the most profound shock. In_ the 
author’s experience as a medical member of a 
team which devoted itself entirely to the treat- 
ment of shock, more than fifteen hundred such 
casualties were treated. Certain prognostic and 
therapeutic principles were learned which un- 
fortunately are not observed in civilian medi- 
eal practice. There is no desire to criticize 
present-day medical treatment of shock, nor the 
institution in which it is carried out, but rath- 
er this is a plea to recognize certain attend- 
ant difficulties and to suggest remedies—reme- 
dies which were learned by trial and error and 
by loss of life. 


Presented before the Arizona State Medical Association, May 
9, 1947 


It matters little whether the offending agent 
be a piece of shall casing or of an automobile 
fender, a bullet or a splinter of glass. What was 
observed on the field of battle is seen again in 
civilian life 





fractured bones, punctured lungs, 
bleeding vessels, crushed tissue or torn viscera. 
The denominators are common (trauma aid 
shock) and the mechanisms and the treatment do 
not differ. 

The treatment of shock, from whatever cause, 
is an emergency of the highest order. It is logi- 
cal that shock may reach a critical point in dura- 
tion and severity, beyond which no recovery can 
be expected. That critical time may, and often 
does, occur in the next five minutes. Our civi- 
lian emergency facilities, however, present the 
practicing physician with innumerable and often 
fatal delays—delays which we know by virtue 
of actual war experience can be prevented. 

After the initial examination of a seriously 
injured and deeply shocked patient, various 
therapeutic measures are contemplated. Surgery 
with debridement and repair is, of course, the 
ultimate, but no procedure of an operative 
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nature is feasible until the state of shock 
is corrected. Alleviation of the shocked state is, 
therefore, first and foremost in any definitive 
care, for a live patient is both a prerequisite 
and a goal. Hemostats, splints, transfusions, 
vaseline gauze seals, oxygen, heat, water seals, 
gastric tubes with Wangensteen suction, novo- 
cain and sandbags, are a few of the many agents 
require immediately and 


the physician may 


simultaneously. Yet, when under ordinary cir- 
cumstances he makes such requests of hospital 
personnel, confusion and chaos are the usual 
results. Precious time will be lost because of 
lack of preparedness, inexperience, and because 
of a fundamental to the 
emergency needs of the shocked patient. 


failure anticipate 

In some institutions all transfusions must be 
typed and cross-matched before they can be giv- 
en. Sometimes the blood is delayed in reaching 
the patient because it is cold and it is thought 
necessary that it be warmed. Blood substitutes 
offer only temporary and limited benefits, and 
it is generally agreed that there is no adequate 
substitute for whole blood. In many communi- 
ties, however, countless unnecessary deaths oc- 
cur from shock because no whole blood is avail- 
able at all! 

In the deeply shocked patient, any intravenous 
measure is exceedingly difficult for the peri- 
pheral veins are empty and collapsed. Vena 
puncture is impossible ; yet precious minutes are 
frequently wasted probing for a vein—minutes 
that may mean a life lost in the hopeless attempt 
to insert a needle in the now only potential lu- 
men of an empty vein. As a last resort, cutting 
down on a vein and inserting a cannula becomes 
the essential measure; still, a very small number 
of institutions have available sterile packs con- 
taining cannulas, ties, and the few necessary in- 
struments, and further delay results as the ma- 
terial is assembled. The use of rubber gloves, 
preparation of a sterile field, and infiltration 
with novocain are standard procedures usually 
adhered to despite the urgency of the situation. 
After incising the skin over the vein, no strue- 
ture of characteristic appearance is found ; rath- 
er, a cord of tendenous nature may present itself, 
and this is in reality the collapsed vein. Failure 
to recognize this structure as the desired vein 
may lead to useless searching and loss of more 


precious time. 
With the cannula finally in place, however, 
and the blood bottle attached, there will still 
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be no gravity flow of blood in a case of severe 
shock. Measures to force blood into a dying pa- 
tient are well known and simple, but frequently 
the apparatus is not immediately available ; time 
is required for assembly ; and the ** next five min- 
utes’’ has long since passed. iveath due to shock 
may be the explanation to the family and is a 
legitimate cause of death, but death due to in- 
adequate treatment is the true and illegitimate 
cause. 

Oxygen may be ordered by the doctor, but in 
many hospitals the tank must be trundled from 
the basement, the valves set, the attachments 
plaeed and tested, and the first inerease in oxy- 
gen in the inspired air is usually a considerable 
time after the first need for it was recognized. 

Splints are common in the armamentarium of 
hospitals, but few institutions have splints actu- 
ally ready for application. Delay results while 
gauze and cotton are laboriously wound around 
a splint. 

Attempts to keep a dirty wound from being 
further soiled by employing sterile techniques 
for dressings or vaseline gauze seals are useless 
and waste more time. Adding a little dirt and 
a few organisms to a wound which will be de- 
brided in a short time anyway can do no harm. 
Hence insistence on rubber gloves and sterile in- 
struments to accomplish an emergency measure, 
such as clamping a bleeding vessel or sealing a 
sucking chest wound is unnecessary and results 
in further delay. 

The common desire to salvage clothing rather 
than cutting it off is slow, necessitates moving 
the injured patient, and adds materially to the 
shock. 

A water seal apparatus for the relief of ten- 
sion pneumothorax is seldom ready for emerg- 
eney use and assembly may involve lengthy de- 
scription of the parts needed, search of the en- 
tire hospital, and long delay because of the lack 
of a glass adapter or other essential pieces. Fail- 
ure to immediately relieve such increased intra 
thoracic pressure with attendant anoxia and 
circulatory embarrassment exerts an additive 
effect on the existent shock with a preventable 
but fatal result. 

The patient who requires morphine will re 
ceive it by subeutaneous injection. Subsequent 
lv the doctor cannot determine the status of 
sedation of his patient because of - diminished 
peripheral circulation and slowed absorption. 
Later, with improvement in the peripheral eir- 
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culation, there follows rapid absorption and 
morphinism. 

Blankets, hot water bottles, and shock blocks 
are usually ready for instant use, but blankets 
are not always placed beneath the patient as 
Well as above. Too great heat is often applied, 
causing peripheral dilitation and a slow circula- 
tion, and elevation of the foot of the bed depends 
too often on the absent orderly. 

There is a tendency to wish to operate an in- 
jured patient too soon: to regard the life-saving 
measures as capable of being carried out only 
in the operating room. Many operative and post- 
operative deaths occur from shock although the 
patient ‘‘looked pretty fair’’ before he went on 
the table. Continuous pulse and blood pressure 
records are rarely kept before the anesthetist 
assumes responsibility for the patient and often 
determination of the optimum time for surgery 
depends on a few isolated facts and the general 
appearance of the patient. The physiological 
phenomena of vasoconstriction, tachycardia, and 
influx of fluid from the tissues will often com- 
pensate for the still present decreased circulat- 
ing blood volume; and with the advent of surgi- 
cal trauma, the narrow margin of recovery from 
shock reveals itself by relapse. 


The volumes of replacement therapy are 
often wholly inadequate. Although the pa- 


tient may lose two quarts of blood and suffer 
from the shock of pain and crush and fracture, 
and although surgical repair will cause a fur- 
ther loss of from 800 to 1,500 ces. of blood, it is 
often thought satisfactory to transfuse with only 
two or three pints of blood. Replacement with 
larger volumes is often regarded as dangerous, 
and, because deceptive partial recovery will 
usually result from this insufficient therapy, as 
unnecessary. 

In military practice, it is felt that the dra- 
matic responses continually observed and the 
low mortality from shock, even with the most 
destructive and severe wounds, were in part the 
result of rapid and comprehensive shock treat- 
ment. The patients studied and treated exhibit- 
ed the characteristic picture of profound shock : 
the color was ashen gray, the skin cold and elam- 
my, respirations shallow and slow, the conscious- 
ness gone. There was no perceptible pulse; 
heart sounds were distant or absent, and the 
blood not Wounding had 
occurred an average of about four hours pre- 
viously, and morphine sulfate and plasma had 


pressure detectable. 
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been given during this time with barely sustain- 
ing results. If left alone, death was a certainty 
in a matter of minutes. 

A rapid examination of the patient would 
easily disclose the location and type of wound, 
the obvious physiological inbalances, and the se- 
verity of the shock. Extensive examination was 
not made iinitially; a glance was all that was 
necessary to disclose the urgency of the situation 
and therapy was started without further delay. 

A shoe was removed, and without preparation 
or anesthesia, the skin incised over the medial 
malleolar vein. This vein was selected because 
of its constant superficial position and the usual 
remoteness from the sites of anesthesia and sur- 
gery. The empty white vein was teased free, in- 
No at- 
tempt was made at blind vena puncture. The cer- 


cised, and a cannula inserted and tied. 


tainty of complete venous control thus assured 
by the use of a cannula permitted freedom of 
treatment not enjoyed when a needle lay pre- 
eariously in the venous lumen. 

The blood had been obtained meanwhile and, 
though ice cold and of universal donor O type, 
was pumped into the patient with a syringe and 
a three-way stop cock at about 100 ces. per min- 
ute. It was surprising to observe the high pres- 
sure necessary to force blood into the collapsed 
circulation. When rubber tubes were used, they 
bulged like weak inner tubes, and all the strength 
that could be mustered in one’s hands was neces- 
sary to force the plunger of the syringe down. 

Meanwhile oxygen, which was instantly avail- 
able, was started by a nasal catheter, since it 
was found that B.L.B. masks are poorly tolerat- 
ed. The catheter was placed in the nose and 
forced down until swallowing resulted, and it 
was then withdrawn about one inch. The oxygen 
delivered at about six liters per minute, after 
passing first through water to humidify the gas 
and thus decrease local irritation in the naso- 
pharynx. 

The Trandelenberg position was immediately 
used in all cases except those with pulmonary 
embarrassment. Pillows or headrests were re- 
moved and the foot of the litter raised eight 
inches. This improved cardiae return and cere- 
bral cireulation, and aided in insuring free air 
passages. Any airway obstruction in the mouth 
or throat was relieved by insertion of a metal 
airway. 

Sucking chest wounds were sealed with vase- 
line gauze slapped on with the bare hand. No 
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effort was made to lay the seal over the wound 
in a sterile manner ; it was felt that relief of the 
complicating mediastinal flutter was of prime 
importance. 

Tension pneumothorax was relieved immedi- 
ately by inserting a needle in the third anterior 
interspace and connecting by tubing to a water 
seal jar, always held below the level of the chest. 
The needle was of large enough bore to prevent 
plugging and was secured by taping about it an 
old adhesive tape metal roll cylinder. 

Hemorrhage was usually controlled by pres- 
sure dressings; little use was found for tourni- 
quets. Open vessels were clamped with hemo- 
stats and then required no further attention. 
Bone bleeding was stopped by applying snipped 
pieces of adjacent muscle at the end of the frac- 
ture at the point of bleeding. 

Splints, ready to apply, were used wherever 
indicated. Windlass traction was used cautious- 
ly to insure continued blood supply peripherally, 
and at pressure or traction points of force cotton 
padding was found satisfactory. 

Levine tubes with attached Wangensteen suc- 
tion were inserted in the stomach in all abdom- 
inal cases and in many chest cases. Placing two 
fingers in the posterior pharynx and manually 
forcing the tube posteriorly and in the midline 
provided an easy means of getting the tube in 
the stomach of an unconscious patient: Because 
acute gastric distention may cause cardiovascu- 
lar embarrassment and commonly is present in 
abdominal or chest injuries, the Levine tube 
found widespread use. 

Clothes were cut off. Any movement of the 
patient was avoided, for the delicate balance in 
favor of recovery is easily upset by position 
changes. 

Morphine was given intravenously for im- 
mediate and determinable effect. No untoward 
reactions were experienced, there was no oppor- 
tunity for delayed absorption, and full pharma- 
cological action could be constantly and safely 
maintained. 

Painful fractured ribs were infiltrated with 
novoeain to increase respiratory excursions, re- 
lieve pain and decrease morphine dosage. Crush- 
ed chests with paradoxical respirations were 
splinted with sandbags or expanded with towel 
clips placed through the chest wall and main- 
tained by traction. 

Crushed and hopeless extremities were isolat- 
ed from the rest of the body by tourniquets. 
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The tourniquets were applied just below the opti- 
mal amputation site, and were not removed until 
the completion of surgical amputation. Dam- 
aged muscle apparently releases a substance of 
toxic nature, thought by the British to be Beta 
pyruvic acid, which may cause or aggravate 
shock ; therefore, total and permanent blockage 
of venous and lymphatic returns becomes a 
necessity in the crush syndrome. 

Blood pulse recordings were 
made every fifteen minutes and a running chart 
kept with the patient, where indicated tempera- 
tures and respirations were also determined. 
The information thus derived was of inestim- 


pressure and 


able value in determining subsequent therapies. 

After the initial 500 to 1000 ces. of blood had 
been given, usually the syringe pump could be 
abandoned and the rapid rate of transfusion 
could then be maintained and regulated by in- 
creasing the air pressure in the blood bottle with 
air bulbs, short tubing, adapters and needles set 
aside for just that purpose. 

Alkalies in the form of sodium eitrate or 
sodium bicarbonate were given intravenously in 
sufficient dosage to guarantee a urinary P. H. 
of greater than 7. This was done to prevent 
crystallization of hemoglobin as acid hematin, 
or erystallization of sulfadiazine which might 
result in chemical nephrosis. 

Penicillin, sulfadiazine, and tetanus toxoid 
completed therapy. The entire procedure util- 
ized two trained laymen, one nurse and one 
physician working as a team. About one and 
one-half hours were necessary to prepare a pa- 
tient for surgery, although initiation of thera- 
peutic measures required minimal time. 

Recovery was rapid and dramatic. The color 
and warmth of the body would return; the 
respirations would increase in depth and con- 
sciousness would reappear. A rapid and thready 
pulse and a low blood pressure could be obtained 
in fifteen to thirty minutes and gradually the 
blood pressure would rise and the pulse fall. 
With continued treatment, a mild transitory 
hypertension would usually result. The pres- 
sure might rise to 150/90, for example, and the 
pulse would be rapid, full and bounding. Rath- 
er than stop transfusion, additional blood was 
given and the pulse and blood pressure would 
both fall to relatively normal values. This pre- 
recovery hypertension was explained as a vaso- 
leading to increased 


constrictor phenomenon 


pressure when the cireulating blood volume 
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approached normal, and it was a valuable prog- 
nostic aid. 

No patient was abandoned to surgery because 
of persistent internal hemorrhage; rather, the 
rate of transfusion was increased to overcome 
the blood loss and the ensuing transitory recov- 
ery provided ample time and optimum condi- 
tions for surgery. 

During surgery, observation and indicated ad- 
ditional shock treatment were carried out and 
post-operative relapses were watched for. Usual- 
ly, however, when pre-operative preparation 
was adequate, surgery was well tolerated. 

Huge amounts of intravenous replacement 
therapy were used; the average patient received 
from 1500 to 2000 ces. of whole blood before 
surgery. It was not uncommon to prepare a pa- 
tient with six to eight quarts of whole blood and 
one badly wounded soldier received 17 quarts 
of whole blood in ten hours—and survived! 
Plasma in like amounts was used for burn shock 
and presented no specific or particular problem. 
The necessary amounts of plasma were deter- 
mined by bedside hematocrit studies. On the 


January, 1948 


other hand, hematocrit studies provided no ac- 
curate index of the volume need for whole blood 
in cases other than burn shock. 

When such measures as these were under- 
taken without the interminable delays resulting 
from inadequate preparation, deaths due to 
shock were minimized. Indeed, it was a rare 
patient who expired from shock despite the most 
severe injuries that could be encountered anv- 
where. 

The successful treatment of shock under the 
most difficult conditions such as existed in mili- 
tary combat, certainly proves conclusively that 
with our modern hospitals and unlimited re- 
sources, comparable results can be obtained— 
indeed, it hardly seems too much to expect a su- 
perior rate of recovery. If physicians will insist 
on preparedness in our hospitals, if they will 
make emergency correction of obvious physio- 
logical imbalances, and if they will apply the 
principles that have been described, accidents 
as they are today—the great- 





will no longer be 
est single cause of death in the United States. 
2430 East Sixth St., Tucson, 





TORSION OF THE SPERMATIC CORD IN THE LEFT INGUINAL 
CANAL IN CRYPTORCHID 
C. E. YOUNT, M. D. 
E. A. BORN, M. D. 
(. E. YOUNT, Jr., M. D. 


HE first case of Torsion of the Spermatic 

Cord (testicle) was reported by Delasiauve 
in 1840*. Like our case, it proved to be torsion 
of an inguinal testicle operated supposedly as a 
strangulated hernia. 

A Standard American? textbook on Surgery 
published in 1893 makes no mention of torsion 
of the spermatic cord (testicle) but does refer 
to ‘‘a retained testicle, especially if it is in the 
inguinal canal, is liable to inflammatory attacks 
and even to malignant change.”’ Under treat- 
ment ‘‘various operations have been devised for 
placing and retaining such an organ in the 
scrotum, but all have been unsuceessful.’’ Da 
Costa,* as late as 1904, made no mention of tor- 
sion of the testicle, but did state that its ‘‘late 
descent was often followed by hernia.’’ 

At the beginning of this century, torsion of 
the spermatic cord was considered a rare con- 


Presented before the Arizona State Medical Association, 
May 9, 1947. 


dition, Seudder,* in 1901, having been able to 
collect, after a review of the literature, only 32 
cases. Young” (1926) stated there is a large 
literature on the subject which will be found 
well summarized by Sebileau and Descomps 
(1916). In 1916 Babecock,® in reporting a case 
of torsion of the spermatic cord in the scrotum, 
stated, ‘‘It was interesting to note that the ecor- 
rect diagnosis was considered and thought im- 
probable.’’ We wonder if the ‘‘ growing litera- 
ture’’ was as thoroughly reviewed by the pro- 
fession generally as its importance warranted. 

Today there is-a fairly voluminous literature 
on Torsion of the Spermatic Cord and the ease 
reports run into the hundreds," yet, as stated 
by Ormund (1938),8 ‘‘the individual praeti- 
tioner meets it so infrequently that in a large 


‘ 


proportion of cases it goes ‘‘unrecognized.’’ 
In 1942, Munroe Wolf expressed somewhat 


the same idea, ‘‘the fact that the occurrence of 
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this condition is more prevalent’ than the ear- 
lier writers would have us expect, places an add- 
ed responsibility upon the Urologist and the 
medical profession generally, because of the 
necessity for very early diagnosis and the im- 
mediate surgical interseption for conservation 
of the testicle. 

The variance in the nomenclature has caused 
many cases of torsion to be classified as strangu- 
lation, gangrene, infarction, ete., of the testicle. 
This gives as added difficulty in compiling sta- 
tistics from the literature, just as lack of inter- 
est of the physician in reporting his cases.”’ 

This last phrase gives us entree for our re- 
port, furthermore, so far as the profession in 
Arizona is concerned, we do not recall seeing the 
subject discussed in our State Medical Jour- 
nal(s) during the past 30 years. 

We are glad to have had access to the report 
of Ribeiro and Justus* (January, 1945), report- 
ing from Sao Paulo, Brazil (translation) ** Pres- 


entation of two more eases of torsion of the 
spermatic cord in ectopic testicle (inguinal 


canal) is fully justified by the relative rarity 
of communications with respect to the infre- 
queney of the morbid condition.’’ Their report 
brought the total number of cases reported in 
Brazil to 14. Also, we noted that the authors 
discussed the confusion of terms in their lan- 
guage (Portuguese) and that of the French, 
English, Italian and German writers. 

It is not our intention to present a thesis, but 
we would like to introduce a few more pertinent 
facts before giving our case report. 

Wolf has 
of the testicle often designated as torsion of the 


given us this definition: ‘* Torsion 
spermatic cord is a condition resulting in a tem- 
porary or permanent, partial or complete, con- 
striction of the blood supply to the testicle and 
its adnexa by a sudden verticle axis twisting of 
the ete. ) 
or spermatie cord.” 


testicular attachments (mesorchium, 


Predisposing Cause of Torsion of Spermatic 
Cord 
and 


1. Undescended descended 


testicle. 


imperfectly 


2. Abnormally long mesorchium and 


gubernaculum. 
of 


post 


3. Absence mesorchium and 


naculum. 


post gubre- 


Very roomy tunica vaginalis. 
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o. Complete enclosure of the lower end of the 

spermatic cord, testis, and its appendages in 
the tunica vaginalis. 

6. Long loose connections between the testicle 
and epididymis. 

. Abnormal attachment of the common mes- 
entary (mesorchium). 

8. Broad and flat cord. 

9. Inversion, congenital non-rotation of tes- 

ticle. 

Anomalous vein to undescended inguinal 

testicle. 

Testicle and cord unattached in the sero- 

tum, post operatively, such as in older radi- 


~! 


cal repair of hydrocele testis. 
New growth of testicle. 
After Munroe Wolf. 


12. 


Exciting Causes—Torsion of the Spermatic 
Cord 

1, Spontaneous, no apparent cause, while 
sleeping or at rest. 

2. Muscular effort, such as straining when 
lifting a heavy object. 

3. Peddling a bieyele. 

4. Straining at stool. 

». Restraining oneself while falling. 

6. Direct trauma to testicle, massaging an un- 
descended testicle attempting to assist its 
descent into serotum. 

7. The application of a truss. 

8. Attempts at reducing a hernia. 

9. Approach of puberty, masturbation, and 
intercourse. 

10. Athletic events. 


After Munroe Wolf. 
Two Types of Anomalies Associated With 
Descent of Testicle: 
Undescended 
1. Abdominal (those retained). 
2. Inguinal (those retained in the canal). 
3. Pubie (retained exterior). 
(those retained in 


4. Upper Scrotal upper 


serotum ). 
Maldescended (Ectopic) 
1. On anterior surface external oblique. 
2. In Searpa’s Triangle. 
3. In perineum. 


4. Transposed to opposite side. 
C. T. Whittington. 
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CASE HISTORY FROM HOSPITAL 
RECORD 
R. L. White, male age 14 vears, school boy. 
testicle left with 
Right hydrocele. 


Diagnosis: Undescended 
strangulated inquinal hernia. 

Final Diagnosis (1) Torsion of testicle - cord 
and Tunica Vaginalis left. (2) Hydrocele right. 

Family History: Father and mother living 
and in good health. An older sister and younger 
brother living and well; the younger brother 
had vertebral tuberculosis in infaney. 

Personal History: Uealthy, well-developed 
boy except for developmental anomaly : left un- 
descended testicle, hydrocele right. The unde- 
scended testicle left was noted at Boy Scout ex- 
amination May 17, 1946, and he was requested 
to advise his father. This he did, but its im- 
portance and possible complications apparently 
were not realized, at least, the family physician 
was not consulted. However, the boy had noted 
at least as far back as October, 1945 that he had 
had some pain in the left inguinal region at 
times. He would lie down and flex his left leg 
and rub this area, which seemed to relieve the 
condition. Several times he rubbed the area with 
Bangue. The pain was always in the left in- 
guinal region, never on the right. 

Onset and History: He had been in bed for 
a ‘‘cold’’ December 6, 7 and 8th, 1946. He was 
getting up to dress for school December 9th 
when he noted some pain in the left inguinal 
area, and went back to bed. Pain continued all 
day, he vomited once during the night ; pain con- 
tinued during the night, also, in the swollen 
area— ‘hernia testicle left inguinal canal.’’ Seen 
by his physician 9:45 A.M. December 10th. 
Consultation at 11:45. Hospitalized and _ pre- 
pared for operation—diagnosis as above—could 
not get operating room until 4:00 P. M. 

The pain in the left lower abdomen and _ in- 
guinal region was ‘‘griping’’ in character, the 
area extremely tender so that a satisfactory ex- 
amination could not be made. The Brazilian 
surgeons stated it thus, in Portuguese, ‘‘Nao 
permitindo que se tocasse no local’’—would not 
permit one to touch it. The stethoscope revealed 
intestinal peristalsis above the internal ring, but 
none below. Temperature on admission—98°, 
pulse 68 (after morphine and hyoscine) ; Blood 
—RBC 4,670,000; WBC 9,100; Hbge 100%; 
Polys 70% ; Lymphs 28%. 

Operation—In spinal anesthesia. 

Incision over left inguinal canal. The testis 
was found directly under the fascia, definitely 
under-developed, not too badly engorged; no 
other covering; the color of a ripe olive. The 
spermatic cord was thickened, vessels engorged, 
bluish black color, looped and twisted on itself 
(as shown in drawing), the ‘‘loop’’ being the 
most distal point in the inguinal canal and con- 
stricted by the rent in the tunica vaginalis. The 
cord was quickly revived by mobilization and 
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SPERMATIC CORD 





untwisting and freeing the tunica. Hot moist 
packs were used later to improve the circulation 
in the testis and eord, but were really not neces- 
sary. The testicle was free in the canal. It was 
with difficulty that it was covered by fashion- 
ing the tunica about it, because of the fore- 
shortening of the tunica vaginalis due to a rent 
through which the testis had foreed itself and 
caused the torsion and strangulation. A pouch 
for the tsstis was prepared by making a canal 
into the serotum by blunt dissection down in‘o 
the scrotum, using the fingers and gauze. After 
a tunica was fashioned about the testis, a stitch 
was placed in the guberaculum, the testis was 
placed in the scrotum and suture brought out 
through the opening in the scrotum through 
which a small clamp had been inserted to bring 
down the long suture ends. One end of the su- 
ture was threaded in a needle and passed sub- 
cutaneously and tied to the other end in the 
serotum, anchoring the testis and its tunica in 
its new position in the scrotum. The cord was 
long enough to allow the testis to rest in the up- 
per part of the scrotum without too much ten- 
sion. The left half of the scrotal pouch was 
much smaller than the right, which was distend- 
ed by hydrocele and testicle. A #00 chromic 
catgut was placed to close the external ring, also 
one distal to the internal ring which was found 
to be strong with no evidence of herniation of 
gut or omentum. The fascia over the inguinal 
canal was closed with fine chromic catgut, 
bleeding points ligated, clips applied to skin in- 
cision. The operation was considered a modified 
Bevan and revealed the futility and danger of 
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any attempt to replace the testis in the abdomen 
or reduce the ‘‘hernia”’ by taxis. I¢ would have 
been an anatomical impossibility because of the 
strongly closed internal ring. We had_ the 
parents’ permission to remove the testicle, bui 
following the dictum of Wangensteen,” Ormund, 
Iliba and others, we endeavored to save it. 
CONCLUSION 

Our experience with one case does not war- 
rant a conclusion. However, we were so favor- 
ably impressed with P. M. F. Bishop's report 
from Guys Hospital, London, 1945, based on a 
very extensive review of the literature, that we 
take the liberty of quoting his conclusion: 

‘1. Extracanalicular Testicle is a_ surgical 
problem. 

2. The Canalicular Testicle is primarily an 
endocrine problem and should be treated sur- 
gically only after endocrine therapy has failed 
or when there is a complicating mechanical im- 
pedence. 

4. The abdominal testicle is unlikely to re- 
spond to either method. 

Maldescent is often found to be associated 
with other physical and mental congenital de- 
formities.*’ 

And finally: (1928) : 
‘Scrotal fixation of the undescended testis in 


Wangensteen” stated 


its physiological position before the histologic 
changes incident to puberty occur, will enable 
it to develop normally,’’ and Riba and Schmid- 
lopp'' in 1946 stated: **‘ Acute torsion operated 
upon immediatetly or within eight hours will 
usually result in a viable organ.”’ 
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FOLLOW UP 

March 23, 1947—One hundred and three days 
post operative : 

Examination and photograph—Examination 
shows the left testicle in upper portion of left 
scrotum and definitely enlarged; this is also 
shown in the photograph. The right testicle is 
also larger than at the time of operation, the 
hydrocele slightly reduced. 

The patient received 10,000 units 
(Anturatin “*S”’ 
ond post operative day, and continuing 500 units 


‘Apoidin’’ 
00 Units), beginning the see- 


weekly. 
April 10, 1947 


enlarged to three times the size it was at opera- 


-Dr. Born examined. Testicle 


tion—not painful. 
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HYDATIDIFORM MOLE FOLLOWED BY 
CHORIONEPITHELIOMA 


CLARENCE B. WARRENBURG, M. D. 


Phoenix, Arizona 


HE purpose of this paper is to present a 

case of hydatidiform mole that was followed 
by the development of a_ chorionepithelioma. 
Hydatidiform mole is a relatively uncommon 
disease, and chorionepithelioma is an exceeding- 
lv rare one. The literature on this subject indi- 
cates, in general, that once in each 2000 preg- 
nancies cystic degeneration develops in part or 
in all of the chorionie villi. Chorionepithelioma is 
said to occur with a frequency between 1 :5000 
and 1:20,000 pregnancies. Approximately 50% 


Read before the Arizona State Medical Association, Tucson, 
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of all chorionepitheliomas are preceded by a 
mole; 25% are preceded by abortion, and the 
remaining 25% are preceded by full term preg- 
nancy. It has been noted that a latent period of 
a few months to several vears occurs between the 
pregnancy and the appearance of chorionepi- 
thelioma. Mengert states that although approxi- 
mately half of all chorionepitheliomas are pre- 
ceded by hydatidiform moles, only 5 to 16% of 
moles terminate in chorionepitheliomas. 

There is still much to learn concerning both 


these abnormalities of pregnancy, and, as so 
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cogently stated by Novak, when one considers 
that even the normal trophoblast in an invasive 
tissue, and that in the so-called deportation of 
villi we have to deal with a species of what might 
be called ‘* physiological metastasis,’” one can 
understand the difficulties in the study of the 
various types of growth springing from the tro- 
phoblastic covering of the chorionic villi, and 
especially in deciding as to their benign or 
malignant nature. 

Regarding the jathology of hydatidiform 
mole, I again quote Novak freely, there is still a 
difference of opinion as to whether hydatidi- 
form mole is to be looked upon as a degenerative 
or malignant lesion, though the latter seems more 
probable. To understand the pathology involved 
—a few remarks about the embryology of the 
developing ovum are in order. Normal chorionic 
villi and their covering trophoblast begin their 
development from blastocyst soon after the fer- 
tilized ovum enters the uterine cavity. 

The surface of the blastocyst, at first entirely 
smooth, now develops polypoid projections, the 
so-called trophoblastic buds, at first quite solid 
but later penetrated by a core of mesenchyme, 
forming the early villi. The single layer of cells 
of the primitive chorion soon shows a differentia- 
tion into two layers. The inner of these is made 
up of a single laver of clearly defined cuboidal 
cells. It is spoken of as the layer of Langhans. 
Outside this is a ribbon of cytoplasmic tissue, 
with no differentiation into cells, but with a 
layer of dark staining nuelei placed at rather 
close intervals. This is the syneytium. The two 
layers together cons‘ itute the trophoblast. Witl 
the development ef the trophoblast the egg is 
ready for implantation into the uterine mucosa. 
This occurs as a burrowing process whereby the 
mother’s blood stream is tapped for nutrition. 

The three pathological changes whieh char- 
acterizes hydatidiform mole are: (1) Tropho- 
blastic proliferation involving both the Langhan 
layer and the syneytium. (2) Hydropie degen- 
eration of the villous stroma, and (3) Seantiness 
of blood vessels. The chief distinguishing fea- 
ture of chorionepithelioma, on the other hand, is 
the invasion of the uterine wall, not only the 
blood channels but the musculature, by tropho- 
blastie cells, advancing in bulk with destruction 
of uterine tissues accompenied by coagulation, 
necrosis, and hemorrhage. 

The chief clinical feature of hydatidiform mole 
is the appearance of uterine bleeding, usually at 
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some time between the 3rd and 5th months of 
pregnancy, together with the enlargement of the 
uterus beyond the expected size from the as- 
sumed duration of pregnaney. The spontaneous 
expulsion of vesicular tissue often occurs and 
of course makes the diagnosis complete. The ab- 
sence of fetal heart tones and fetal movements 
when these signs are normally present are all of 
great diagnostic aid. Many times the patient 
presents a toxic picture with edema, hyperten- 
sion and urinary findings characteristic of the 
toxemias of pregnancy. A mos* important diag- 
nostic aid when hydatidiform mole is suspected 
is the quantitative biological test of pregnancy, 
namely the Ascheim-Zondek test or one of its 
modifications. These tests are based upon the 
fact that normal living trophoblast produces a 
gonadotropic principle which finds its way into 
the maternal blood and urine, so that injection 
of the latter into certain laboratory animals pro- 
duces characteristic changes in the ovaries of 
the animal. In view of the fact that in both 
hydatidiform mole and chorionepithelioma there 
is an excessive amount of trophoblast, it natur- 
ally follows that in these conditions there is an 
abnormal amount of gonadotropic principle pro- 
duced. It must be emphasized, however, that a 
positive A-Z test in high dilution is not patho- 
gnomonie of hydatidiform mole or chorionepi- 
thelioma. This valuable test must be combined 
with thorough clinical and pathological study of 
the individual case. 

We have mentioned the chief clinical features 
of hydatidiform mole. The most frequent, 
though not always the first svmp‘om of chorio- 
nepithelioma, is the appearance or the continu- 
ance of bleeding after the evacuation of a mole 
or after full term pregnancy, or miscarriage. As 
has already been said, there may be no evidence 
of the malignaney for a long time after any of 
the above mentioned events. Moreover, the first 
indication of the disease may be the appearance 
of metastasis in one organ or another, especially 
in the vagina or vulva, but often in distant or- 
gans as the lungs or liver. With the extension 
of the uterine disease, bleeding becomes increas- 
ingly profuse, with the development of anemia, 
sepsis, and cachexia; terminating in death. 


REPORT OF A CASE 
Mrs. A. K., a 23-vear-old gravida 2 was sent 
to me by Dr. Jobn F. Stanley of Yuma, Arizona. 
She was first seen March 18, 1946. Her LMP be- 
van December 1, 1945 and she was. therefore, 
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considered to be approximately three months 
pregnant. This patient has one child, living and 
well, and 11 months old at that time. She has 
had the usual childhood diseases and has under- 
gone no major surgery. There have been no 
miscarriages. 

Her chief complaints was a persistent brown- 
ish vaginal discharge since January 1, 1946, 
headache, and fatigue. 

Upon physical examination the BP was noted 
to be 180/100. There was moderate edema of 
the ankles. On abdominal palpation the fundus 
was found to be approximately 2 em. below the 
umbilicus. No effort to obtain fetal heart tones 
was made as the patient was only three months 
pregnant according to her menstrual history. 
And it was only in retrospect that it was real- 
ized that the uterus was larger than it should 
be for the assumed length of pregnancy. The 
diagnosis was considered to be early pregnancy 
complicated by threatened abortion, and severe 
toxemia with an associated nephritis. 

The initial vaginal examination revealed a lac- 
erated, patulous, external os of the cervix from 
which was exuding a slight brownish discharge. 

A voided specimen of urine revealed a Sp. Gr. 
of 1:027, Albumin 2 plus, 3 RBC’s, and 10-15 
finely granular hyaline cas‘s per h.p.f. 

The patient was sent to bed and progestin 
therapy was started. 

On Mareh 27th, 9 days later, the patient be- 
gan bleeding profusely and after several hours 
finally passed a large hydatidiform mole. Before 
the expulsion of the mole the BP rose to 190/120. 
Much difficulty was met in finding a hospi al 
bed for this patient, but she was finally hos- 
pitalized about 12 hours after the above men- 
tioned episode. Her admission blood count re- 
vealed a 2,800,000 R.B.C. with 7.5 gems, or 47% 
Hb. The patient received a 500 ce. whole blood 
transfusion on the day of admission, March 27, 
1946, another on March 28 and a third on March 
29. The patient’s general condition improved 
remarkably although edema of the face, hands 
and ankles persisted, as did the moderate, bright 
red vaginal discharge. The BP stayed around 
150/90. 

On Mareh 1, 1946 a D & C was done. The 
uterine cavity was thoroughly swept around with 
the examining finger and considerable blood and 
filmy material was removed with ring forceps. 
Bleeding was brisk, but was controlled with 
uterine pack and ergo‘rate. 

The microsopie findings in this material was 
described as ‘‘considerable masses of decidual 
tissue and blood clot are present with a few 
small bits of endometrium. No definite chorionic 
villi are found.’’ Diagnosis: lvecidual tissue. 

The patient’s general condition seemed to im- 
prove somewhat but a bloody vaginal discharge 
persisted. This discharge was not bright red, but 
of a pale, tomato sauce color. The patient was 
discharged on April 8, 1946. 

The patient did fairly well at home, although 
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some spotting of blood occurred each day. On 
Mareh 23, 1946, a sudden profuse hemorrhage 
occurred ; on March 25, 1946 a Friedman modifi- 
cation of the A-Z test was strongly positive. No 
quantitative test was done. The patient was re- 
hospitalized March 26, 1946. Her blood picture 
on admission was RBC 3,700,000 with 75% Hb. 
Another D & © was done on the day of admis- 
sion. The cervix was 1-2 em., dilated, and with 
a dull curette considerable black blood and ne- 
crotie tissue was removed. 

The microscopic description of this material 
was, ‘‘This tissue consists almost entirely of 
blood clot and necrotic tissue—small bits of en- 
dometrium are present and there are a few small 
groups of syneytial cells. There is no evidence 
that this is a hydatidiform mole.”’ | siagnosis: 
Necrotic tissue. 

Following this D & C a slight bloody vaginal 
drainage persisted, but the patient felt fine and 
was sent home March 29, 1946. 

During the next four weeks the patient was 
up and about her house. She felt fairly good, but 
complained of fatigue, a slight to moderate 
bloody discharge persisted. On May 16th an A-Z 
test was still strongly positive. Pelvic examina- 
tion May 24th revealed the uterus to be some- 
what enlarged and boggy. In view of the above 
findings and after competent consultation, the 
tentative diagnosis of chorionepithlioma was 
made, and the patient was rehospitalized for 
the third time, for a hysterectomy. She was ad- 
mitted May 28, 1946. Her urinalysis was nor- 
mal. The RBC was 3,400,000 with 58% HB. She 
was given a total of 1500 ce. transfusion before, 
during, and following the operation. 

A total hysterectomy and appendectomy was 
done May 31, 1946. Both ovaries were entirely 
normal to gross examination and were not re- 
moved. 

The patient's post operative course was un 
eventful. She was discharged on June 10, 1946, 
10 days after surgery. She was afebrile, and 
ambulatory on discharge. There was no vaginal 
bleeding and the RBC was 4,800,000, 13° gms. 
84°, HB. 

TISSUE REPORT 

Gross: Specimen consists of a uterus measur 
ing 10.0 x 8.0x 3.5 ems. It has been opened and 
it shows large areas of necrosis and hemborrhage 
of the mucosal surface. The wall is not unusual 
in appearance. The cervix is slightly eroded 
in areas. 

Microscopic: Sections through the involved 
areas of the endometrium show a large blood 
clot with a surrounding decidual reaction and 
numerous scattered syncytial cells. In one area 
there is a diffuse growth of epithelial cells de- 
rived from the Langhan’s layer. In addition 
the syneytial layer is still present, and there is 
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an abortic attempt to form chorionic villi. One 
area of involvement of the musculature siows 
a few syneytial cells within blood channels. The 
syneytial hyperplasia is fairly diffuse through- 
out the wall occurring in scattered, small groups 
of cells with two to three in a group. 

Pathological Diagnosis: Chorionepithelioma 
of the uterus. 

During the 11 months following hysterectomy, 
this patient has enjoyed the best of health. A 
Friedman modification of the A-Z test was nega- 
tive for the first time June 24, 1946, and again 
on October 3, 1946. On April 1, 1947 a frog and 
A-Z test were negative as was an x-ray of the 
chest. 

SUMMARY AND COMMENTS 

A case of hydatidiform mole followed by the 
later development of chorionepithilioma is pre- 
sented. The classical clinical findings of vesicu- 
lar mole were present, but the diagnosis was not 
made until the actual passage of the mole. An 
early quantitative biologic test for pregnancy 
would have been of great assistance in making 
early diagnosis. 

The description of the mole itself or of the 
currettings in no way indicated the possibility 
of later development of chorionepithelioma. 
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Dr. Hertig of Boston, in a very excellent pa- 
per in American Journal OB & Cyn., January, 
1947 reported on a series of 200 moles with a 
95% follow-up on the patients. The purpose of 
his investigations was to determine what, if any, 
correlation exists between the histologic appear- 
ance of a hydatidiform mole and the subsequent 
clinical course of the patient with respect to the 
developmen‘ of chorionic malignancy. His con- 
clusions are that there is a marked, but not an 
absolute correlation between the degree of ap- 
parent molar malignancy and the tendeney of 
the patient to develop some grade of chorionic 
malignancy. 

In the case reported in this paper the charac- 
teristic clinical findings most frequently associ- 
ated with chorionepithelioma, namely, persistent 
vaginal bleeding following tie expulsion of a 
mole, a full term pregnaney or an abortion, was 
present. In addition, the A-Z test remained per- 
sistently positive. 

The patient was treated with total hysterec- 
followed. The 


ovaries were not the seat of lutein eysts which 


tomy and complete recovery 
are reported to oceur in 50% of such cases. 


The pathological report on the extirpated 
uterus was chorionepithelioma. 
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THE MALICIOUS POISONING OF WATER SUPPLIES AND 
ITS DETECTION 


ROBERT A. 
EDWARD L. 


ROM time to time, poisoning of water sup- 

plies, used for human or animal consump- 
tion, has been suspected. With a very few ex- 
ceptions (chiefly cases of accidental pollution 
of water from mines using the cyanide process, 
or pollution of underground water supplies by 
industrial wastes) we have not found any evi- 
dence that poisons had been maliciously added 
to a water supply. 

Since the usual scheme of toxicological exam- 
ination is time consuming, we have studied the 
poisons which might be accessible through the 
usual commercial channels and which might be 
used for this purpose, as well as those materials 
which may be eliminated by reason of slight 
solubility in water. The detection of poisons in 
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water is much simpler than in the presence of 
organic material, and many of the materials may 
be detected by physical examination. Many 
poisons are insoluble in water since the presence 
of ions normally present in water will precipi- 
tate many of the more common poisons. 

The discussion which follows will deal with 
the poisons which may be used, and their de- 
tection. 


ence should be made to standard texts on toxi- 
3 


For quantitative determinations, refer- 


cology.' > 
The More Common Poisons 
Webster’ has given a classification of poisons 


which has been abridged as Table [. Those 
which are readily available through the usual 
commercial channels and which might be expect- 


ed in eases of malicious poisoning are italicized : 
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TABLE I 


INORGANIC POISONS 

Corrosives 

Acids and Alkalies 
Non-Metallic¢ Poisons 

Halogens, boron, phosphorous 
Metallic Poisons 

Ag, Al, As, Ba, Bi, Cu, Cr. Hg, Mg, Mn, 

Pb, Zn, KCROs, KNOs, KHCsH106 
Gaseous Poisons 

AsHs, CO, COz, HeS, PHs. War gases 

(Mustard, Lewisite, Adamsite, ete.) 


ORGANIC POISONS 
Alkaloidal Poisons 
Strychnine, nicotine, coniine, ete. 
Non-Alkaloidal Organic Poisons 
Parrafin hydrocarbons, halogen derivative:, 
alcohols, aldehydes, cyanides, ete. 
Benzene, phenol, cresol, salicylic acid and 
derivatives; aniline, acetanilid, nitroben- 
zene, ete. 

Thallium compound should be added to the 
list of metallic poisons since the salts, especially 
the acetate have been used for the extermina- 
tion of rodents. 

An inspection of Table I reveals that of the 
known poisons, those which might be expected 
in the malicious poisoning of water are very 
few. These which might be expected are given 
in Table II along with the average dose (taken 
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from the U. S. Pharmacopaeia XI,* Merck’s 
Index, 5th Edition’, or Clinical Toxicology", the 
average fatal dose (taken from Webster') and 
a figure showing the fatal dose expressed in 
parts per million based upon an estimated water 
intake of 250 ml. as a single dose or 2500 ml. 
total daily intake. 

Frequently, there have been livestock losses 
which have been attributed to poisoned water 
supplies. An attempt was made to set up a sim- 
ilar table of average-therapeutic and lethal doses 
for animals. This has not been possible because 
of the lack of data regarding lethal doses and 
the normal water intake, due to the grazing 
habits of animals. It would be expected, how- 
ever, that lethal doses for different animals 
Milks* 
gives the relative therapeutic doses for the more 


would vary as do the therapeutic doses . 


common animals as: 


Horse l Swine 1/8 
Cow 1% Dog 1/16 
Sheep and Goat 1/5 Cat 1/32 


It must be remembered that the average thera- 
peutic doses for larger animals may be of the 
same order of magnitude (or even greater) than 
lethal doses of the same poison for man. 

Suggested Laboratory Procedures 
When a sample of water is received in a case 


of suspected poisoning, a preliminary analysis 


TABLE II 


Average Therapeutic and Fatal Doses of the More Common Poisons 


POISON 


Sodium Fluoride 
Sodium Borate 

(or Boric Acid) 
Potassium Chlorate 
Potassium Bitartrate 


Potassium Nitrate 


Alum 
Zine Chloride 
Lead Acetate 


Mercuric Chloride 
Bismuth Subnitrate 


Arsenic Trioxide 
Antimony as 
Tartar Emetic 
Thallium Acetate 


Nicotine 
Strychnine Sulphate 
Potarrium Cyanide 


Average Dose 
Grams 


0.005-0.03 
0.75 


0.3-1.0 
0.006-0.02 
0.03-0.25 


0.004 
1.0 


0.002 
0.003 


0.1-.2 
0.0025 


0.002 
0.004-0.015 


Average Fata) 


Single Dose 


Daily Consumption 





Dose (Grams) (250 ce.) (2500 ce.) 
ppm ppm 
10.0 40,000 4000 
15.0 60,000 6000 
14.0 56,000 5600 
125-200 500,000— 50,000— 
800,000 80,000 
8-30 32,000— 3200— 
120,000 12,000 
30 18,000 12,000 
3.5 14,000 1400 
25-30 100,000— 10,000— 
120,000 12,000 
0.1-0.18 100-720 10-72 
7-23 28,000— 2800— 
92,000 9200 
0.22-26 880-140 88-140 


0.650-1.30 


2600-5200 


260-520 


More than 80 
800 
0.06 240 24 
0.10-0.12 400-480 10-48 
0.154 610 61 
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may give much valuable information. Physical 
examination will eliminate many possibilities. If 
the sample is colorless, copper, chromium and 
manganese can be eliminated. The odor will de- 
tect the presence of paraffin hydrocarbons, al- 
cohols, halogen derivatives, benzene, etc. 

If the pH does not vary greatly from neutral- 
ity, corrosive acids and alkalies may be eliminat- 
ed. If the sample is acid, there is little possibil- 
ity of the occurrence of cyanides. (l*ue to vola- 
tilization. ) 

Total solids are determined according to the 
directions given in Standard Methods of Water 
Analysis‘, or by a modified conductivity appar- 
atus as used for determining soluble salts in soils. 

If the quantity of total solids does not exceed 
1500-2000 ppm., the probable toxic materials will 
be zine salts, mercuric chloride, arsenic, anti- 
mony, nicotine, strychnine, cyanides and _ thal- 
lium. 

If the total salt content exceeds this amount, 
it is advisable to make a routine chemical analy- 
sis before proceeding with tests for poisons since 
it is not uncommon, (particularly in arid re- 
gions) to find normal waters of high salt con- 
tent. For this purpose, we have employed a 
rapid method which gives satisfactory results. 
Carbonates, bicarbonates and chlorides are de- 
termined volumetrically on the same sample 
using N/50 H2SOs, and a solution of AgNOs of 
such strength that 1 ml=1 mg Cl. Phenol- 
phthalein and methyl orange are used as indi- 
eators and after carbonate-bicarbonate determin- 
ation, a few drops of potassium chromate are 
added and the chlorides are determined. Sul- 
phates are determined either turbidimetrically 
or volumetrically by either the benzidine hydro- 
chloride or the tetrahydroxyquinone method. 
Nitrates are determined colorimetrically by the 
phenoldisulphonie acid method and ealeium and 
magnesium by a soap titration method. Sodium 
is caleulated by difference. 

When the total salt content is low, tests may 
be made directly. We have found that the 
Reinsch test*® is very satisfactory for the detee- 
tion of arsenic, antimony and mercury. A strip 
of bright copper foil is placed in an evaporating 
dish which contains the solution to be tested with 
ce. p. HCl in the proportions of 6:1. The solu- 
tion is boiled for a few minutes. The appear- 
ance of a black, shiny deposit upon the strip in- 
dicates the presence of arsenic or antimony. 
Mercury gives a white deposit. We have been 
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able to detect 0.1 mg As2Os and 0.3 mg. HgCle 
in 25 ml of water. (4 and 12 ppm. respectively). 
Strongly positive tests are given by 0.4 mg. 
As20s and 0.5 mg HgCle. These values corre- 
spond to 16 and 20 ppm. respectively. The ap- 
pearance of a black metallic deposit does not 
necessarily indicate arsenic since antimony salts 
give the same reaction. We have been able to 
detect 0.2 mg SbCls (8 ppm) by these tests. If 
the test gives a positive result, then the element 
must be identified by other tests (See Webster). 
A negative test, however, proves the absence of 
significant amounts of heavy metals (arsenie, 
mereury and antimony). 

There are several tests for alkaloids; but we 
have found that Mayer’s reagent! gives very fine 
results with several of the more common alka- 
loids. Although we have not been able to try the 
test with known amounts of nicotine, we have 
been able to detect 0.4 mg of strychnine sulphate 
in 10 ml of water (40 ppm). 

If preliminary tests suggest the presence of 
alkaloids, these may be extracted by suitable sol- 
vents and identified by suitable tests*. The 
scheme of toxicological analysis given in ‘* Lab- 
oratory Methods of the U. S. Army’’ is reeom- 
mended™. Final identification can be made by 
methods given in ‘‘ Methods of Analysis.’ 

There are several methods available for the 
determination of cyanides, but many of these 
are non-specific. We have discussed these else- 
where” and we find that the method of Fox!® is 
the most satisfactory. The test is carried out 
as follows: 

Place 250 ml of the sample in a flask and 
acidify with tartaric acid, connect the flask with 
a small test tube to which has been added one 
drop of 5% KI solution, and one drop of 0.001 
M AgNOs and 1 ml of 5% KOH solution. The 
HCN is aspirated into the opalescent suspension 
of Ag I. If eyanides are present, the KCN which 
is formed in the test tube will dissolve the 
Ag I, rendering the solution clear. Using a 
sample of 250 ml, we have been able to detect 
0.5 mg of KCN (2 ppm). 

The reactions of thallium are, in general, sim- 
ilar to silver. The most common compounds 
which are slightly soluble are TICNS, TIC, TIT. 
TleCrOs. We have found that the solubility of 
the two former are relatively great (more than 
1000 ppm). When a few drops of K2CrOs are 
added to 5 ml of thallium sulphate solution, we 
were able to detect 100 ppm; when KI is added 
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to another 5 ml portion, we could detect 25 ppm. 
If the KI test should indicate the presence of 
thallium, a suitable quantity of the sample should 
be concentrated. Thallium is then precipitated 
as the chloride, which is separated from the chlo- 
rides of silver and mereury by washing the pre- 
cipitate with hot water. Lead is removed by 
converting it to the sulphate, which is filtered 
off, and the iodide or chromate tests are applied 
to the filtrate. 

Barium carbonate, which is extensively used 
in rat poisons, has been purposely omitted from 
Table II because of its slight solubility in water, 
as well as the fact that most waters contain sul- 
phates which would precipitate barium as the 
sulphate. Phosphorous has also been omitted be- 
cause of its slight solubility. 

The tests which have been described might be 
applied to any water. If these are negative, and 
if the salt content exceeds 1500-2000 ppm, it will 
he necessary to test for other elements. Since the 
toxie doses of the other materials given in Table 
Il are fairly large, these may be detected by 
the usual qualitative tests. These are given by 
Webster! and many textbooks of qualitative an- 
alysis, so the technie will not be given here, with 
exception of a few tests, which have given very 
satisfactory results: 

Lead. Add to 10 ml of sample in a test tube, 
a few drops of KI or KeCrOs solution. The for- 
mer will detect 300 ppm of lead acetate ; the lat- 
ter 100 ppm. (3 mg and 1 mg per 10 ml.) 

Bismuth (Engelder''). A drop of the sample 
is placed on a glass slide or test plate. A small 
erystal of KI and of cesium chloride are added. 
The formation of a blood red precipitate indi- 
cates the presence of bismuth. This test will 
detect bismuth in one drop of a solution contain- 
ing 1 mg. Bismuth citrate per ml (1000 ppm). 
The following method gives very 
satisfactory results. Titrate a sample of the 
water with N/50 HNOs, using methyl orange 
indicator. To a 50 ml of the sample in a Nessler 
tube add sufficient N/50 acid to bring it to the 
methyl orange end point. Then add 10 ml of NH 
(NS solution (24 grams per liter) and 5 ml of 
FeCls solution, which contains 0.075 mg per ml. 
Mix well. At the same time, prepare a control 
from 50 ml of distilled water. The presence of 
fluorides is indicated by a rapid bleaching of 
color. According to Smith', the following ions 


Fluorides. 


interfere when present in the amounts in excess 
of those shown in parenthesis: nitrates (200 mg 
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in sample), chlorides (500 ppm), sulphate (125 
ppm), phosphate (0.2 mg in sample). 

Zinc. The qualitative test given in ‘‘ Standard 
Methods of Water Analysis’ is very satisfac- 
tory. ‘‘ Acidify the clear water in a 20 x 150 mm 
Pyrex tube two-thirds full, with sulphurie acid 
(1.1) and add 1 ml of a 10 percent potassium 
ferrocyanide solution. A white precipitate or 
opalescence will form if zine is present.”’ 

DISCUSSION 

In our experience, we have encountered few 
cases of malicious poisoning of water supplies. 
Kew materials are generally available wiich, 
when added to the water in lethal doses, would 
not impart a disagreeable odor or taste. An- 
other difficulty is that the poison must be pres- 
est in solution or suspension in relatively large 
amounts in order to be effective. With the pos- 
soble exception of cyanides, practically all other 
toxic agents, when present in significant 
amounts, would impart a taste, or color which 
should arouse suspicion. 

The tests which have been described are very 
useful for eliminating the possibility of toxic 
If they are found, then quantitative 
In applying 


substances. 
determinations should be made. 
these tests, we have kept in mind the necessity of 
a required sensitivity well below the toxie limit, 
and, whenever possible, within the usual thera- 
peutic dose. 

Although it is admitted that these various 
toxic substances should not be present in water, 
on the other hand, if they do occur, it must be 
proved that they do oceur in sufficient quanti- 
ties to be injurious. 

When laboratory animals are available, the 
presence or absence of any toxic material may 
be demonstrated by giving a portion of the sam- 
ple to an animal. If a poison is present, the 
symptoms shown by the animal may give a clue 
as to its probable identity. Also, with due cau- 
tion, tasting the water may also suggest the iden- 
tity of some of the toxie materials. The average 
person cannot taste much less than 1000 ppm of 
dissolved salts, with the exception, of course, 
such substances as strychnine. If a small amount 
of the sample is tasted, then promptly expelled 
from the mouth, and the mouth rinsed out with 
water or a mild mouth wash, there is little possi- 
bility that enough material might be absorbed 
to produce any injurious effects. 

Fortunately, the malicious poisoning of water 
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is very uncommon, and even when attempted, it 
is usually unsuccessful, due to such limitations 
or the availability of a toxic material, its solu- 
bility in water, and the fact that a lethal amount 
will usually betray its presence by odor or taste, 
as well as the probability of dilution (especially 


in running water). 


Suggested Scheme of Examination 

When the sample is received, make a physical 
examination. Note color and odor (cold and 
hot), pH, taste (caution). 

Determine total solids gravimetrically or by 
conductivity methods. If less than 1500-2000 
ppm, all poisons except zinc, mereury, arsenic, 
antimony, thallium and evanides ean be elim- 
inated. 

If the total salt content exceeds 2000 ppm, de- 
termine the following quantitatively: Ca, Mg, 
Cl, SOs, COs, HCOs, NOs. Many waters natur- 
ally contain large amounts of soluble salts. 
Check presence or absence of toxic substances 
by giving some of the waters to a laboratory 
animal. 

The preceding tests usually give some clue as 
to the probable identity of the poison (if pres- 
ent). Specific qualitative tests may be employ- 
ed to show the presence or absence of the poison. 
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SUMMARY 

The possibility of malicious poisoning of wa- 
ter has been discussed. 

The probable toxic materials wiich might be 
used are named, and the concentrations are giv- 
en which are necessary to produce injurious 
effects. 

A scheme of analysis is suggested which, al- 
though not all inclusive, may be employed for 
the detection or elimination of the more common 


poisons. 
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Forcing Socialized Medicine on America By the Use of Federal 
Employees and Government Money 


HON. 


Address by 


Representative 7 


FOREST A. 


n Congress from 


HARNESS, 


Fifth Indiana District 


Mr. Chairman and Gentlemen: 

I am particularly happy to be with you this 
evening, because | am acquain ed with the great 
fight this organization has waged in behalf of 
free medicine, as distinguished from that type 
of Socialized Medicine which we now find in 
every country in which dictatorship prevails. 

The brand of dictatorship makes no differ- 
ence—Communism, Fascism, Nazism, Socialism 

all are alike, in that*they enforce a system of 
State Medicine, or Political Medicine, as I pre- 
fer to eall it. 

Whatever the name of the dictatorship, or 


whatever the pattern of the particular brand 
of collectivism in a given country, the system of 
socialized medicine is always pretty much the 
same. It is based on compulsion, and is generally 
administered by a nation-wide system of ward 
and precinct polities. 

But Socialized Medicine is not for free Amer- 
ica, and I am happy to congratulate vou gentle- 
men on the great fight you have made during 
the last ten vears to head off this unwholesome 
campaign in Washington. 

If the medical profession and all our hospitals 
can be taken over by the federal government and 
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forged into a new and gigantic health bureau- 
cracy, then it would only be a question of time 
until Washington likewise moved into the field 
of education, religion, the press, the radio. 

Freedom soon would be in total eclipse. 

That must not come to pass in mighty Amer- 
ica, the last great citadel of freedom and liberty 
on the face of the globe today. 


Heartened by Physician Support 

Ours is a great responsibility to hold aloft 
the bright toreh of freedom and honest repre- 
sentative government. And it has been most en- 
couraging to know that we have the great body 
of the American medical profession standing be- 
hind us in this effort in Congress, as this meet- 
ing tonight so clearly indicates is the case 

Approximately five months have passed since 
our special sub-committee was established to in- 
vestigate publicity and propaganda in the Ex- 
ecutive Agencies. We are a sub-committee, as 
you know, of the standing legislative Committee 
on Expenditure in the Executive Branch. 

Our special interest has been the techniques 
of government propaganda by which our federal 
office, 


generate pressures on Congress for more and 


bureaucrats perpetuate themselves in 
bigger appropriations, and sponsor socialistic 
enterprises in the name of national emergency 
or an artificially stimulated public demand. 

More than six solid weeks of our investigation 
has been devoted exclusively to the so-called 
Health Work Shops set up throughout the coun- 
try under the aegis of the U. S. Public Health 
Service, the Social Security Board, the Chil- 
dren’s Bureau and several other agencies having 
an oar in the administration of health and wel- 
fare programs. 

The ramifications of the 
propaganda in behalf of 
have astonished me. How much of our total ap- 


federal 
Medicine 


amazing 
Socialized 


propriations for health and welfare are being 
diverted to this sort of high-pressure propa- 
ganda, we do not vet know. But we do know 
that the amount is considerable. And before our 
inquiries are concluded, we shall hope to pre- 
sent for public consideration an itemized account 
of the total diversion of federal funds for this 
propaganda campaign. In that accounting we 


shall include a considerable item for foreign 
travel to New Zealand, England, South America 
For we now know that our health 


Medi- 


and Japan. 


bureaucrats are interested in Socialized 
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cine not only in the United States but in every 
other land in which they can find an opening. 

Before enlarging on the details of the Health 
Work Shops inquiry, I should like to give you an 
over-all picture of the federal publicity opera- 
tions, as we have measured them to date. 


Seventy-five Million Dollars 

We began with a special report from the 
Budget Bureau which showed that the various 
federal agencies spent $74,829,467 for publicity 
and propaganda work of every kind and descrip- 
tion. 

An earlier study, covering the fiseal vear 1941, 
showed total publicity expenditures of the fed- 
eral establishment at only $28,000,000, 

Now everybody in Washington recognizes that 

essential 
But 


gress insists that there is a clear line of distine- 


certain information services are an 


part of any institutional operation. Con- 


tion between legitimate information services 
and those additional operations which tend to 
build up public opinion in favor of more pro- 
jects, broader programs, or federal invasion of 
new spheres of public service. It is primarily 
the latter operations which our sub-committee 
seeks to itemize as to cost and scope. It is my 
contention that, at least, the people are entitled 
to know how much they are spending to educate 


themselves to more spending. 


Huge Public Relations Staff 
In the Department of Agriculture, Committee 
investigators found 525 persons engaged in pub- 
lic relations work. Salaries ranged from $10,000 
down to $1,888 a year. 


of this robust information staff were in Wash- 


But only 204 members 


ington. The rest were found in Departmen‘ of 
Agriculture branch offices in Boston, San -Fran- 
cisco, Milwaukee, Ralaigh, Dallas, Denver, A|- 
buquerqgue, Philadelphia, Ogden, Chicago, At- 
lanta; Juneau, Alaska; San Juan, Puerto Rico 
and eight lesser cities throughout the States and 
Territories. 

Total budget estimates for Agriculture’s Of- 
fice of Information for the fiscal year beginning 
July 1, 1947, were $2,307,000, an 
$335,350 over the previous year. But this does 


inerease of 


not include printing or mailing expenses. 

Every known media of intelligence is utilized 
by Agriculture. The Office of Information pre- 
pared 1,998 press releases in the nine months 
ended April 1—an average of 11 every working 


day. During the same months, the office pre- 








66 ARIZONA MEDICINE 


pared 837 radio seripts, including several net- 
work programs. The radio time contributed for 
these programs normally has a commercial value 
of more than $500,000 a year. The same nine 
months saw 17 new motion picture films released 
through the department's film stations. 

For the 1947 fiscal year, Agriculture’s com- 
bined printing bill—all bureaus, divisions and 
offices—will be $2,260,784, exclusive of mimeo- 
graphing processed within the department. 


Spenders for Publicity 

These activities begin to explain why the Gov- 
ernment Printing Office, which occupies 33 acres 
of floor space in Washington and employs 7,900 
full-time workers, still can’t keep up with gov- 
ernment printing demands. 

Some of the principal spenders for publicity 
in fiscal “46 were: 
Department of State............. $30,377 OOO 
UIE Soil sion dew ens Kone 11,104,800 
9 295,700 
8,154,021 
5,715,690 


3,772,095 


lsepartment of Agriculture ........ 
Office for Emergency Management. 
Se NNN vey anes canneyicn 
Office of War Information ........ 


Office of Price Administration... .. 2,572,000 
Office of Petroleum Administration 2,572,000 
Federal Security Agency 2,043,988 
Department of Commerce ......... 2,003,212 
Department of Labor ............. 1,440,641 
Oy | rr re 704,000 
Veterans Administration .......... 660,571 
Tennessee Valley Authority ....... 245,000 


Post Office Department .......... 11,960 


My distinguished colleague, Rep. Richard B. 
Wigglesworth, of Massachusetts, long has been a 
crusader on the Appropriations Committee 
against excessive public relations expenditures 
within the federal establishment. He expressed 
astonishment at the 1946 tabulations I have just 
quoted. 

‘‘In my opinion,’’ he said, *‘the enormous 
governmental propaganda set-up is not only a 
gross waste of the people’s money, but, over and 
beyond that, makes for the destruction of the 
proper exercise of the legislative functions of 
the Government.”’ 

With that, of course, we are all in full agree- 
ment. 

Social Security Spending 

You will note that the Social Security Board 
has been spending about $2,000,000 a year in 
publie relations activities—regardless of wheth- 
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er we call it publicity or propaganda. We do 
not yet know the full scope of this work. But we 
do know that they have been setting up these so- 
Health Work Shops; that 
launched on a nation-wide scale; that they are 


called they were 
finaneed entirely by federal funds diverted from 
the regular appropriaiions; and that it was 
never at any time the intention of Congress or 
its Appropriations Committeees to authorize the 
expenditure of public funds for such activities. 

To our committee it seemed reasonable to ask 
why these agencies should be permitted to spend 
public money to generate an entirely artificial 
public demand for a system of Socialized Medi- 
cine in the United States, when all our experi- 
ence through public opinion polls, and all our 
contacts with the medical profession, indicate 
beyond question that the American people and 
the American medical profession insist upon 
maintenance of our traditional system of free 
medicine, under which we have attained the high- 
est standards of service and scientifie skill and 
proficiency ever recorded in the history of the 
world. 

It seems to our committee to be a proper fune- 
tion of the Congress to determine whether the 
diversion of public funds from legitimate pur- 
poses to purely propaganda purposes for So- 
cialized Medicine, does not, in faet, constitute 
a criminal violation of the law. 

And on this point, | may say that the Federal 
Bureau of Investigation is giving that question 
some serious study at the moment. As vou know, 
we advised the Attorney General, Mr. Clark, 
Work 


Shops, and we have since been informed that 


what we discovered about the ‘Health 


some of the vouchers are in the hands of the 
BI for investigation. 
World Wide Propaganda 

All this federally-financed activity for So- 
cialized Medicine heads up in the Bureau of Re- 
search and Statistics in the Social Security 
Board. 

Our committee investigators have found in that 
bureau a veritable nerve center of socialized- 
medicine propaganda for the entire world. 

Mr. Isadore 8S. Falk is the Director of Research 
and Statisties in the Social Security Board. He 
has been in the government service for some 
twelve vears. He has always been noted for his 
militant and aggressive advocacy of Socialized 


Medicine. 
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Our committee, of course, does not challenge 
the right of any citizen to hold whatever views 
he may wish on any subject of political or eco- 
nomie policy. 

But we are interested that funds appropri- 
ated by Congress for public administration shall 
not be diverted to a world-wide system of prop- 
aganda calculated to advance socialized medicine 
the world around. 

Such operations, until specifically approved 
by the Congress, are positively illegal. And our 
committee will not rest until they are uprooted 
and stamped out of the federal picture. 


Illegal Use of Funds 

Any group of citizens has a right to agitate 
for Socialized Medicine, if it puts up its own 
money and pays its own bills. But I, for one, 
do not intend to see this gigantic propaganda 
machine for socialized medicine financed entire- 
lv by funds secretly diverted from moneys ap- 
propriated by Congress for the legitimate fune- 
tions of government. 

In our hearings to date we have examined 
officers of the U. S. Public Health Service, the 
Children’s Bureau (which is another section of 
the Federal Security Administration) the So- 
cial Security Board, and the Farmers Home 
Administration, a section of the Department of 
Agriculture. As a part of this investigation, we 
also have called upon the General Accounting 
Office for certain travel vouchers in connection 
with the Health Work Shops. 

On page 8 of the interim report, which most 
of you have before you, there appears a tabula- 
tion of the have 
taken part in this propaganda effort. 
case, the agency or governmental unit paying 


various federal officers who 


In each 


the salary and travel expenses is indicated. 
We found that the first meeting on the Health 
Work Shops was held in Washington on Nevem- 
ber 2, 1945. 
persons—ten of whom were full-time employees 
of the Public Health Service, the Social Security 
Board and the Department of Agriculture. 


It was attended by only twelve 


Work Shop Born 
This is where the Health Work Shops were 
The chairman of that meeting was I%r. 
of the U. S. Public Health 


born. 
George Perrott 
Service. 

The detailed operations of the Health Work 
Shops are set forth in House Report No. 786 of 
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the 80th Congress, as published by our sub- 
committee on July 2, 1947. . 

Suffice it to say here, that the project was fi 
naneed almost entirely by federal funds, through 
the contributions of the participating govern- 
ment agencies—through the assignment of the 
so-called forum experts from the government 
bureaus, through the payment of travel expenses, 
and the providing of literature and mimeo 
graphed material for the meetings. 

The real purpose of these meetings was to 
generate pressure upon Congress for passage of 


the Wagner-Murray-Dingell Bill. 


Hilleboe’s Statement 

At one point in our hearing, our committee 
counsel, Mr. Frank T. Bow, asked the witness, 
Dr. Herman Hilleboe, of the Public Health 
Service, if the literature presented by the gov 
ernment agencies presented all sides of the medi- 
cal discussion, or merely the side supporting So- 
cialized Medicine, as embodied in the Wagner 
Murray-Dingell Bill. To this question, Dr. Hille- 
boe answered : 

‘*We would naturally give emphasis to that, 
because that is why we are in government. Oth- 
erwise we should get out of government.’’ 

Here, indeed, is a strange concept of federal 
concept of federal service in Public Health—the 
concept that any physician who is not a vigor- 
ous advocate of Socialized Medicine should re 
move himself from the government service. 

And that conception of the public service ap 
pears the more distorted when we realize that 
at no time has Congress approved any declara 
tion of policy favoring the expansion and devel- 
opment of Socialized Medicine at federal ex 
pense ; nor has Congress authorized the expendi- 
ture of public funds for any sort of propaganda 
work calculated to generate public opinion in 
behalf of Socialized Medicine as a national pol- 
icv. Yet here is a responsible official of the Pub- 
lic Health Service testifving before our investi- 
gating committee to the effect that the presenta- 
Medi- 
cine is a clear and direct moral obligation of 
the Public Health staff. 


Gentlemen, I am here to say that such a dis- 


tion of material supporting Socialized 


torted conception of the public service in Wash- 
ington must be uprooted by Congress. 


Becker on Stand 


On another oceasion, we had as a witness be- 
fore the committee Mr. Harry J. Becker, health 
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When 


his public speeches throughout the 


consultant in the Children’s Bureau. 
asked if 
country presented both sides of the discussion 
touching compulsory national health insurance, 
this witness answered: *‘I don’t know what you 
mean by both sides.”’ 

Those two bits of tes:imony, tn my mind, offer 
a pretty complete picture of the present set-up 
in Washington as it relates to government prop- 
aganda supporting Socialized Medicine. From 
the Public Health Service came the suggestion 
that doctors who do not believe in the Wagner- 
Murray-Dingell bills simply have no place in 
government; and from the Children’s Bureau 
came the response that the witness was either 
unaware of the opposing viewpoint, or had so 
firmly closed his mind against opposition argu- 
ment that they could merit no time or attention 
in his publie speeches. 

From these incidents it seems reasonable to 
conclude that some of our bureaus in Washing- 
ton regard themselves as the protectors and de- 
fenders of the whole concept of compulsory na- 
tional health insurance and Socialized Medicine. 

But, again, | want to repeat—that is not what 
Congress apprapriated the money for. 


Mission to Tokyo 

Ploughing deep into these matters, our investi- 
gators soon came upon the much-discussed 
Health Mission to Tokyo. You have seen reports 
on this in the newspapers. It, too, is revealing 
for the light it throws on the operations of the 
Washington inner-circle which is forever pulling 
the wires for Socialized Medicine. 

In our examination of the Bureau of Research 
and Statistics in the Social Security Board, we 
discovered that practically every argument, ev- 
ery pamphlet, every radio broadeast, and every 
statistical table advocating Socialized Medicine 


originated primarily in the Social Security 
Board. Here is the world-wide nerve center of 


the movement for Socialized Medicine. 

Our committee found, and has so reported to 
Congress, that pamphlets prepared as to basic 
material in the Social Security Board were dis- 
tributed to the general public by the CIO, and 
AFL, the Farmers’ Union, the Physicians’ Fo- 
rum and the Committee for the Nation’s Health. 

All these pamphlets vigorously supported So- 
cialized Medicine as embodied in the Wagner- 
Murray-Dingell bill. 

In several of the pamphlets, no matter by 
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whom distributed, the language and the figures 
were the same. 
‘*Central Generating Plant’’ 

The Social Seeurity Board is the central gen- 
erating plant, so to speak. And the material is 
then distributed for popular consumption by 
whatever organization will lend its official im- 
print to arguments and briefs of Messrs. Isadore 
Falk and Wilbur Cohen. 

That’s the fundamental set-up discovered by 
our committee, and that’s the beginning of the 
Health Mission to Tokyo. 

Just about a year ago, a federal civilian em- 
Stanchfield ) 
detached temporarily from his job to go to Tokyo 


ployee in Washington (one was 
to make a preliminary survey of social security 
and health needs. Upon his return to Washing- 
ton early this year, Mr. Stanchfield proposed a 
general health mission to Tokyo. His proposal 
was presented directly to Mr. Arthur J. Altmey- 
er, Commissioner of Social Security. 

Next, on Mareh 5, 1947, Mr. Altmeyer pro- 
posed the mission in a formal communication to 
the War Department. In that letter, Mr. Alt- 
meyer designated the particular individuals who 
should make up the mission, and then went fur- 
ther to suggest that William H. Wandel, Chief 
of the Program Division, Bureau of Unemploy- 
ment security, be appointed chief of the Social 
Insurance Public Health 
Welfare Section of the Supreme Command for 
the Allied Powers in Tokyo. 


Division of the and 
It is perfectly ap- 
parent from the letters we have taken from the 
War !‘epartment files that the personnel of this 
mission and the planning of its program orig- 
inated in and was dictated from the Social Se- 
curity Board in Washington. 

Up to this point there had been no hint that 
the proposed Health Mission had been request- 
el or urged either by General MacArthur or any 
The 
came first from Mr. Stanchfield, who had been 


responsible Japanese source. suggestion 
sent to Tokyo from Washington for that par- 


ticular purpose. 
Letter to Isadore Falk 
Next, we found a letter, under date of June 
14, 1947 from Mr. Wandel in Tokyo reporting 
directly to Mr. Falk in Washington on the prog- 
ress of the work in Tokya. In one revealing pass- 
age of this letter, Mr. Wandel said : 
**We think that our need is for someone who 


is primarily not so much an economic analyst 
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Health in- 
surance is the major field of social security in 


as one versed in health insurance. 

Japan Permanent revision requires amal- 

gamating National Health Insurance with Health 

Insurance on a compulsory basis.”’ 

When the Tokyo Health Mission finally was 
named, it comprised two men from the Public 
Health Service, one from Mr. Falk’s bureau, 
and one from the Federal Housing Authority. 
This mission departed for Japan on August 28, 
this year, with the understanding that Mr. Alt- 
meyer and possibly Mr. Falk would follow when 
the work had been sufficiently organized in 
Tokyo. 

Burcaucratic Intrigue 

Because this instance offers a shocking dem- 
onstration of bureaucratic intrigue in violation 
of the purposes and intent of Congress, I have 
brought the matter to the attention of the House 
Appropriations Committee, with the suggestion 
that when the next budget comes up from the 
Social Security Board and the Public Health 
Service, all those engaged in spreading Social- 
ized Medicine around the world be stricken from 
the public payroll—unless, of course, Congress 
shall determine to support such world propa- 
ganda with funds specifically allocated for that 
purpose. 

In my letter to Chairman Taber of the Ap- 
propriations Committee, | made eight specific 
charges against the Tokyo Health Mission. I 
wish to summarize them here, because they are 
the nub of our case against the Social Security 
Soard and the U. S. Publie Health Service in 
relation to all this propaganda supporting So- 
cialized Medicine. 

Charges Against Tokyo Mission 

My charges against the Tokyo Health Mission 
are as follows: 

1 That the health mission to Japan is com- 
posed entirely and exclusively of men long 
identified in the public record as advocates 
and proponents of Socialized Medicine not 
only in the United States but throughout 
the world. 

2 That the real purpose of this mission is to 
lay the groundwork for a system of Social- 
ized Medicine in Japan. 

3 That the scheme for such a mission originat- 
ed in the Division of Research and Statisties 
in the Social Security Board in Washing- 


ton, and nowhere else. 
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+ That the nominal request for the mission 
was engineered through the General Head- 
quarters of the Supreme Commander in 
Tokyo. by from 
Washington for that particular purpose. 

That General Douglas MacArthur does not 
any plan to 


federal employees sent 


~! 


favor—and does not approve 
establish compulsory Socialized Medicine in 
Japan. 

That the dispatch of tiis mission to Tokyo 


for the purpose indicated in Mr. Wandel’s 
letter to Mr. Falk under date of June 14, 
1947, is a gross misuse of publie funds. 


~l 


That the real purpose of the mission is not 
to assist Japan in working out her basic 
problems in health and welfare, but to force 
upon that country a compulsory system of 
Socialized Medicine. 

That although the questions here involved 


KH 


are of a health and medical nature, the 
Surgeon General of the United S ates Army 
was not consulted in reference to the prob- 


lems involved. 


TAXPAYER FOOTS THE BILL 

I deem it inappropriate for federal employees, 
at the expense of the American taxpayer, to 
travel throughout the world preparing or assist- 
ing in the preparation of legislation to be adopt- 
ed by foreign countries when similar legislation, 
long pending, has not been approved by the Con- 
gress of the United States. 

It is hardly necessary for me to tell vou that 
we shall watch developments in this case with 
lively interest. General MacArthur certainly 
does not intend to lend himself to any such in- 
trigue by our Washington health bureaucracy. 

And I am equally certain that my distinguish- 
ed colleague and good friend John Taber, Chair- 
man of the House Appropriations Committee, 
does not intend to see federal funds misapplied 
in this fashion. We shall hear more of this Mis- 
sion to Tokyo as our investigation goes forward. 


INTERNATIONAL COMMUNISM 

One other point about these operations in the 
Social Security Board merits brief attention at 
this juncture, although our inquiry in this di- 
rec.ion has not been concluded. The fact is that 
this entire movement for world-wide Socialized 
Medicine is tinged and infiltrated with inter- 
national Communism. 

World Communism has adopted compulsory 
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health insurance as one of its major tenets; and 
our committee investigators have found the agi- 
tation for Socialized United 
States closely linked with Communist and Fel- 
low-Traveler publications and meetings. 


Medicine in the 


JACOB FISHER’S RECORD 

Under date of May 14, 1947, Mr. Isadore Falk, 
Director of the Bureau of Research and Statis- 
tics, sent a memorandum to the Acting Commis- 
sioner for Social Security, urging that one Jacob 
Fisher, a member of Mr. Falk’s: staff, be sent 
to New Zealand at Government expense, to study 
compulsory health-insurance programs and activ- 
ities in that nation. 

We find that this same Jacob Fisher has been 
documented by the House Committee on Un- 
American Activities for almost uninterrupted 
association since 1939, with various Communist- 
front and fellow-traveler organizations in the 
United States. 
his reeord, Jacob 
different 
avowedly sponsoring the Moscow party line in 
the United States. He has published at least one 


At various times, according to 
Fisher has been identified 


with seven groups or organizations 


report on health insurance in New Zealand, in 
the Social Security Bulletin—a report which has 
been criticized by some reputable medical auth- 
orities as extremely biased. 

In a later interim report on propaganda activ- 
ities within the Social Security Board, we shall 
present to the Congress the detailed record of 
Jacob Fisher's activities, as certified to us by the 
Committee on Un-American Activities, together 
with additional material bearing upon organized 
Communist agitation for Socialized Medicine. 
through such agencies as the Southern Confer- 
ence for Human Welfare. 


THE MOSCOW PARTY LINE 

Suffice it at this time to report our firm con- 
clusion, on the basis of the evidence at hand, 
that American Communism holds this program 
as a cardinal point in its objectives; and that, 
in some instances, known Communists and fel- 
low-travelers within the Federal agencies are at 
work diligently with Federal funds in further- 
ance of the Moscow party line in this regard. 

I must emphasize that I have not given you a 
complete and comprehensive report on our Com- 
mittee’s work. But within the limits of the time 
allotted, | have summarized the main points of 
our inquiry as it touches this vital problem of 
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government propaganda in support of compul- 
sory health insurance. 

From the letters which have come to us in 
Washington, I know that the medical profession 
is well aware of what’s going on in the Public 
Health Service and the Social Security Board. 
And the medical profession weleomes and sup- 


ports our investigation. 


ILLEGAL ACTIVITIES 
We know, too, that much of the activity we 
have cited is positively illegal under Section 201, 
Title 18 of the U. S. Code. 
That blanket 
against the use of any part of any federal ap- 


section offers a prohibition 
propriation for the purpose of influencing legis- 
lation before Congress. That’s the legal point 
which is now under vigorous investigation by 
the FBI. 

But the issue is even broader than the ques- 
tion of Socialized Medicine. It is also challeng- 
ing in that it reveals for public examination the 
manner in which all government lobbyists oper- 
ate on the government payroll, how they are al- 
ways at work to expand their fields of interest, 
to perpetuate themselves in office, and to im- 
pose their ideas and systems upon the American 
people by organized propaganda paid for en- 
tirely by the diversion of public funds from their 
true purposes to the shielded purposes of the top 
bureaucrats and planners. 

THE BASIC ISSUE 

This is the fundamental issue from the legis- 
lative standpoint—the question whether the Con- 
gress of the United States has lost its power to 
establish and maintain the sort of government 
the people want; or whether the bureaucrats 
are supreme and can give the sort of govern- 
ment they want, regardless of Congress, regard- 
less of elections, regardless of public opinion. 

That’s a question that goes to the very roots 
of popular government. If the bureaucrats are 
above Congress, and may defy Congress in the 
way they spend their appropriations, then rep- 
resentative government has become a fiction. 

PLANNERS DEFIANT 

I am certain that the United States has not 
vet reached the point where it must be submis- 
sive to the dictates of a rampant bureaucracy in 
Washington. 

But my work with the propaganda sub-com- 
mittee during the last six months has convineed 








XUM 


of 


p 


Con 
194" 











XUM 


Vol. 5, No. 1 


me that there are danger signals in the air. 

The spirit of defiance encountered by our 
committee investigators within the Social Secur- 
ity Board and the Public Health Service is a 
most unwholesome sign. 

The circular letter sent out by the Surgeon 
General, Dr. Parran, in 1945, wherein he direct- 
ed that all public statements should be in line 
with the President’s National Health message, 
regardless of the individual views of the officer 
himself—that is a very dangerous sign in a na- 
tion devoted to representative government. 

We must not fall into the attitude that all our 
opinions are made in Washington and handed 
down to us full-fashioned. That is the way of 
dictatorship. 

HERITAGE OF FREEDOM 

Public Opinion must be maintained in its free 
and virile state—in full harmony with the great 
American tradition of liberty. 
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If we do that by stamping out government 
propaganda at its roois, then we shall have ren- 
dered a great service, not only to medicine, but 
to the whole cause of liberty and freedom the 
world around. 

We all know that freedom is not free. 

We all know that bureaucratic 
upon itself—and upon the rights and privileges 


power feeds 
and liberties of the people. 

If we are to support and defend liberty and 
constitutional government in America, we must 
begin by keeping clean and undefiled the well- 
springs of public information from Washington. 

Government propaganda poisons the wells of 
public information. 

Government propaganda is illegal. 

Government propaganda is a method of dic- 


tators. 
OUR PURPOSE WILL BE TO UPROOT 
AND DESTROY GOVERNMENT PROPA- 


GANDA WHEREVER WE MAY FINED IT. 





Changing Trends in Medical Research and Practice 
DR. E. FORREST BOYD, 


Los Angeles, California 


A change in trends most often is the result 
of an individual’s new concept or approach to 
an old problem, or an approach to a totally new 
problem, by either an old or new method. This 
new idea, in order to become effective, or popu- 
lar, must have the backing of an influential mi- 
nority, with its pressure upon the masses, or the 
ability of the minority to so influence the mass- 
es that a new idea or method readily becomes a 
mass movement, for good or for bad. Hence the 
value of a catchy slogan or aim for any new 
movement. 

The medical profession is certainly at the 
‘‘eross roads’’ at the present time and the chief 
factors involved are: 

First: A radical break from tradition and all 
that that means. 

Second: The impact of mass public opinion 
which is being molded by a minority with a lust 
for power, who are using as tools in this struggle 
certain fallacious They, 
in their zeal for power, have not told the people 
of this country that in England and Germany 


economic arguments. 


Read at the Harlow Brooks Memorial Navajo Annual Clinical 
Conference, Sage Memorial Hospital. Ganada, Arizona, Aug. 
1947. 


where State medicine has been put into effect, 
the sick rate has increased almost three times 
as much as the previous sick or morbidity rate. 
Nothing has been said about the increase from 
the standpoint of financial cost. 


The public has been educated along the lines 
of mass production of the assembly line type 
and has been made to feel that the same argu- 
On the other 
hand, when they do get into a really stream- 


ments would apply to medicine. 


lined effective clinic they somewhat resent the 
fact, that by the very nature of the situation, 
they become practically as individualistic as a 
left front head light or a rear bumper on a car 
on the assembly line. The public does not real- 
ize that the modern doctor has at his elbow the 
means of acquiring information of all sorts from 
technicians of many types with their laboratory 
tests and reports; which means that much valu- 
able technical information is accurately and 
quickly supplied, which formerly took the fam- 
ily doctor much longer to obtain by more devious 
and This 
ever, that the modern doctor spends much less 
time per patient; vet is able to do much more 


less accurate methods. means, how- 
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for the patient in the reduced time interval. 
This has its good and bad aspects; good from 
the standpoint of the accurate and betier medi- 
cal or surgical advice but bad from the stand- 
point of the Doctor-Patient relationship which 
all through the ages has been so valuable and 
time 


comforting to the patient, nevertheless, 


consuming for the doctor. However, tiiere are 
other branches of medicine that today are re- 
placing the informal and important conferences 
between patient and doctor. | refer to the rap- 
idly developing field of psychosomatic medicine 
and the increasingly more elaborate field of psy- 
chiatry and psychology, plus a new but rapidly 
developing partner in arms—in the field of pas- 
toral counselling along psychological lines by 
the clergy. 

From all sides we are witnessing great inno- 
vations in all phases of existence. We are adapt- 
ing ourselves accordingly to changes without 
much fuss or ado. Architecture of buildings, 
homes, bridges and autos has made radical, and 
at times hideous changes from what we were 
used to—but we seem to get along. Highways 
are being raclically changed and in some instane- 
es blocks or really miles of buildings, including 
homes and office buildings are being demolished 
to make way for the new plan and scheme in 
transportation and now we are toying with the 
real prospect of supersonic speed and all that 
that implies. 

The medical profession must be alert to these 
radical cl anges in other spheres and be prepared 
to lead the public into the newer fields of medi- 
cine and related subjects. 

Perhaps the logical place to start is in the 
changing educational requirements and the ef- 
fect that these will have on the students contem- 
plating the study of medicine. The factor of the 
better educated and more alert laity demanding 
more and better doctors with cheaper medical 
and hospital rates is for the medical profession 
a serious and thought provoking dilemma. This 
demand is made in spite of the tact that the U.S. 
of America has more and better trained doctors 
at the present time than any o her nation on 
earth, and also in spite of the fact that the U.S 
of America is graduating about 2000 more doe- 
tors per vear than are dropping out of the pro- 
fessional ranks as a result of disease or death. 
Medieal 
ereat extent but even now, if a man trains for 


edueation has been streamlined to a 


a specialty before going into private practice, 
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he is well into his thirties, to say nothing of the 
financial outlay before he is on his own, so 
to speak. The more research unearths, the more 
the average doctor will have to learn and hence, 
the longer his student days unless a revamping 
of the curriculum is done very shortly. 

that 
events will be felt more and more in the high 


It seems the kaleidoscopic change of 
school level as manijested by changes in educa- 
tional practices. The advent of atomic energy 
with its countless possibilities in so many differ- 
ent realms has of necessity changed over night 
the entire field of physics, chemistry and related 
fields. 

A few of the revolutionary changes bound to 
involve medical elucation as a result of the ap- 
plication of recent advances in atomic energy 
are as follows: As every one realizes atomic en- 
ergy in its application is fraught with the dan- 
gerous effects of radiation in the formation of 
new toxic materials with which research scient- 
ists have had no previous experience. Therefore, 
an entirely new field of medical safety engineer- 
ing concerning atomic energy must be evolved 
which will require an enirely new type of safety 
engineer in the medical field. Then again the 
problem of education along precautionary lines 
must be set up to inform not only the medical 
profession but the entire civilian population as 
well for peace and war. 

Probably the greatest change that will effect 
medical edueation and research is in the field of 
the isotope technique in research. The Isotope 
technique involves the use, both in research and 
medical treatment of the stable and radio-active 
isotopes of the elements essential to the body's 
nutrition; namely, carbon, phosphorus, iodine, 
ion, caleium, ete. From this comes the use of 
of life processes in animal and plant life. In 
radio-active isotopes as ‘‘tracers’’ for the study 
life. In 


reality the value of the radio-active isotope is 


life processes in2 animal and_ plant 
only limited by the investiga‘or’s imagination. 
It really amounts to an atomic attack on disease 
and the peace time accomplishments of atomic 
energy in the medical field alone in the past 
vear is almost fantastic. 

These developments will profoundly influence 
medical science, practice and research and will 
develop the need for a snecially trained engineer 
in nuclear physies to plan safety techniques for 
this research. 

Medical training for the atomic age must be- 
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gin in early college and ahead of the regular 
medical school curriculum proper. In medical 
schools there is gradually and rapidly develop- 
ing a new branch of biophysics which to a great 
extent depends on the development of instru- 
ments such as X-ray spectographs, electron- 
microscopes, cyclotrons and other instruments 
in the process of development at the present 
time. 

There will naturally be a close relationship be- 
tween the developments in bio-physics and those 
in atomic energy, in which field, the common 
place gadgets in use by the atomic physicists are 
the Geiger counter, the ionization chamber, the 
electroscope and the development of other in- 
struments from these. Then it is easy to see that 
the necessary ‘‘scientifie trio’’ will be the syn- 
thetic chemist, the medical bio-chemist and the 
physical chemist, all working together in an in- 
terlocking research pattern. They, on the other 
hand, will be scientifically obligated to work 
hand in hand with the organic chemist, biologist, 
medical researchers and all other biological in- 
vestigators, for the day of the independent re- 
search worker is practically a thing of the past. 
Soon, the finding of this large group of investi- 
gators as manifested by the technique of count- 
ing ‘‘tracers,’’ determining blood balance in 
radio-active substances and other techniques will 
become routine hospital measures carried on by 
specialized workers. 

Stop for a moment to contemplate what this 
technique will mean. The tracer isotopes will 
visualize the pathway of a molecule through the 
body, no matter how devious its course. The 
active and at present secret ways of enzymes, 
vitamins, hormones and even insulin may be dis- 
covered. It will probably be possible to study 
the function of individual cells and thus a path 
to the action of the cancer cells may be laid bare 
to the eyes of the investigators. It may soon be 
known why the cancer cells become different 
from their normal parent cells, why the cancer 
cells poison normal cells and how they are able 
to spread to other parts of the body and grow 
among other normal cells. It may be possible 
that the cancer cells use some substance peculiar 
to them alone and if this isolated, then some 
radio-active isotope with a special affinity for 
cancer cells may be developed, which by its 
radiation would destroy the cancer cells. 

The future of the research worker in the field 
of radio-active isotopes is filled with a tremen- 
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dous volume of work for a small army ot highly 
trained biological and medical investigators for 
several years to come, all of which will mean 
more comfort and longer life to the genus homo 
sapiens, especially and also his animal associates. 

Just as the giant 200-inch telescope at Mt. 
Palomar with its power equal to one million hu- 
man eyes will push back the veil that shrouds 
some of the fina. mysteries, so has the work in 
atomic energy opened a path to countless new 
avenue of research. Just so another source of 
research has been opened to the investigators by 
means of the electron-microscope with its fan- 
tastic possibilities in the realm of the viruses. 
Polio may be on the run at the present time. 
This instrument will aid the study of proteins, 
globulins, albumen and the body components, of 
blood, lymph, muscle, nerve and body excretions 
and secretions and will present new problems 
but will also present new answers and tools, with 
which to conduct the work of the future as 
weapons of defense against the degenerative 
processes. Medical research of the past has been 
largely isolated and at times quite effectively in- 
sulated and many times done with far too little 
financial aid and help. As a result, it has been 
done in a disconnected and disjointed fashion, 
by various groups of scientists or doctors in dif- 
ferent parts of the world. As a rule they have 
worked in secret ; their experiments unknown to 
one another and frequently running along paral- 
lel lines. Of necessity, in this era, research has 
been on a small and restricted scale for many 
reasons, the chief being, financial. The research 
of the future, however, will assume of necessity 
entirely different aspects and approaches to the 
problems. 

The chemist will need the help of the physi- 
cist; the biochemist will need the help of the 
nuclear physicists and all of these different peo 
ple will need the help of the bacteriologist and 
the physiologist. Consequently research will 
have to be carried on if it is to be effective in 
most instances in large, well endowed institu- 
tions, where there is a new relation and integra- 
tion and interlocking of all the different braneh- 
es of the kindred sciences with their related prob- 
lems. Obviously, procedure along such necessary 
lines will dwarf the 27 million dollars now annu- 
ally allocated by the medical schools for the to- 
tal medical school budgets. Of this, only a small 
fraction is used for research. The problem looms 


large when one stops to consider that over one 
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thousand different products in the urine alone 
have been discovered, and that in the field of 
the study of proteins, the problems are so vast 
that a large amount of money and a great num- 
ber of research workers will be kept very busy 
to determine the structure of proteins in terms 
of the amino acid residues representing more 
than twenty different amino acids. Obviously a 
different source of money apparently will have 
to be produced in the future, for research pur- 
poses. This money, regardless of how it is raised, 
should be at the disposal of the research centers 
and in no way regulated by political, or other 
means. Despite the handicaps in the light of re- 
search in the past, many remarkable discoveries 
have been made, in many lines, including vae- 
cination and immunology, thereby throwing a 
great barrier of protection around the children 
of the civilized world. The result is that we have 
better children, more healthy children and chil- 
dren better developed physically and mentally. 
Many of the scourges of childhood have been 
completely, if not almost banished, such as diph- 
theria, whooping cough, small-pox, typhoid fe- 
ver, and other diseases highly contagiolus or in- 
fectious, have been greatly restricted. In the 
field of pediatrics much has been accomplished 
by research. The surface has only been scratched 
so far. True, there is less morbidity and fatality, 
but the problems are becoming more and more 
complex and thus require a deeper and more c¢o- 
ordinated study by all scientists including physi- 
cians, physicists and chemists. The great fron- 
tiers of rheumatic fever, virus infections, the 
allergies—including hay fever and asthma—must 
still be explored and conquered. This will require 
research teams along different lines than of 
those of the past, for the coordination and dis- 
semination of ideas, and the solution of these 
problems. Not only are the problems becoming 
more and more difficult, as the more obvious 
causes have been discovered, but the problems 
requiring the services of many «different branch- 
es of scientists for their solution are becoming 
more extensive. Another field that is open to 
the medical profession and studded with diffi- 
Adult life 
has been lengthened in this country until there 


culties and problems is geriatrics. 


are now about eleven million people over six:y- 
five years of age. This has a bearing on cancer 
which will be spoken of later. Many things have 
been learned in the research problems for a long 
life and to make lives more comfortable, not- 
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withstanding the process of degeneration. How- 
ever, many things remain to be discovered. The 
degenerative diseases must be more thoroughly 
understood trom the standpoint of etiology and 
genetics. There is a woeful lack of knowledge of 
the changes that accompany old age and also a 
great lack of understanding of the human body 
in its normal and pathological stages. This leads 
us to the fight against cancer. Recently, a few 
most important leads as to the presence and 
progress of cancer have been discovered in the 
urinary secretions of both normal and abnormal 
individuals. A more intense study of sickle cell 
anemia and the condition of hemoglobin in the 
blood stream has thrown more light on this still 
most formidable disease. The public must  be- 
come cognizant of the fact that cancer may oceur 
at any age—not just after forty vears of age. 
The medical profession must ever be on the alert 
for the early signs in the earliest stages of the 
with its ever 


hydra-headed monster *‘cancer”’ 


changing insidious guerilla warfare mode of 
aitack. In spite of the fact that the cancer death 
in the U. 


cancer 18 not increasing. 


S. will die of cancer if no new discov- 
Approximately 70% 
of the increase in the published death rate for 
cancer since 1900 is explained by the aging of 
the population. The ratio of the cancer popula- 
tion in the U.S. has gradually changed from the 
earlier status where there were two voung adults 
in the so-called non-cancerous age to the ratio 
of one in the cancer bearing age until at present 
there are almost three times as many people in 
the cancer bearing age as in the non-cancer bear- 
ing age. As it stands at the present time, 25% 
who die could have been saved through early di- 
About 50% are 


dependent upon discoveries yet to be made from 


agnosis and proper treatment. 
research. Seventeen million people now living 
in the U.S. will die of cancer if no new diseov- 
eries are made. Therefore, the urgency of can- 
cer research in all lines looms large and im- 
perative. 

The United States of America had the spe- 
cialized scientific brain power to solve the atom 
bomb problem in 44% years with an expenditure 
of two billion dollars. I feel certain that we 
as a nation have the specialized scientific brain 
power if given the proper and adequate finan- 
cial backing by our government, to solve the 
problems of cancer in all of its forms, also solve 
many if not all of the virus diseases, solve the 
riddle of the allergies, lick the problem of tu- 
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berculosis, find the solution of the arthridities 
and batter down the barriers that lead to the 
premature development of the degenerative pro- 
cesses. What if it did cost two billion dollars and 
took more than four years time? Is not the study 
of the preservation of a comfortable and _ pro- 
ductive populace more important than the devel- 
opment of lethal weapons for the total or sub- 
total destruction of mankind? We have devel- 
oped a superb method for global suicide, let’s 
develope methods for the physical betterment of 
humanity of a global scope. 

Time does not permit one to go into discus- 
sion of the ever expanding field of hormones 
and vitamins. Likewise, the impact of radar in 
the practice of medicine, especially now in some 
fields where it is being thought advisable to re- 
place all short wave diaihermy with radar. 

Since by means of modern transportation and 
communication, the entire globe has been reduced 
to approximately the size of the original thir- 
teen colonies, we are confronted with many so- 


cial, economic and hygienic problems that never 


before faced the medical profession. It is but a 
few hours from a plague infested, malaria in- 
fested or vellow fever infested area to the very 
heart of the U. S. Are we going to successfully 
cope with these problems by training enough 
men in the proper lines to combat this problem ? 

The medical profession and our scientists in 
general are alert to the changes that will be 
made and the results these changes will have up- 
on the human being. Supersonie speed has been 
alluded to once before. We still have not con- 
quered all the problems of subsonic speed. In 
another field, what effect will the changing type 
of advertising, especially from the standpoint of 
lights and high frequency currents have, if any, 
upon the nervous system and the visual acuity 
of generations to come? Also, what of the ef- 
fects of our changing types of foods—in the 
offing we have synthetic foods of all types ap- 
pearing ,including juicy beefsteaks made from 
ravyon—with a few changes, a worthy end for 
worn out dainties. 

Other factors to be mentioned are as follows: 

First, the realm of new drugs and therapeutic 
agents. The entire concept of therapy in prac- 
tically every field of medicine has been altered 
or in some places completely changed, due to the 
advent of new and very effective drugs, in most 
cases against hitherto highly resistant, if not in- 
curable diseases. The modern doctor has to be 
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very plastic from the intellectual standpoint in 
order to keep abreast of the times, from the 
iherapeutic standpoint. We are now on the 
fringe of radio-active isotopes and radio-active 
elements such as sodium, iodine, boron, phos- 
phorus, calcium, carbon, nitrogen and many 
other elements which are going to literally visual- 
ize normal and pathological processes before 
our eyes. 

A great deal has been talked about general 
practitioner and rural medicine and its phob- 
lems. We of the present generation must serious- 
lv consider these two factors. The role of the 
general practitioner, however, is well on the way 
to what appears to be a satisfactory solution 
from many standpoints and that role in a very 
short time is going to be more emphasized, more 
dignified, and more circumscribed, and I hasten 
to explain the latter statement as follows: 

Rural communities in the strict sense of the 
word, in America, are rapidly diminishing; not 
that the communities are being put out of exist- 
ence, but with the advent of more and more good 
roads, which are penetrating deeper and deeper 
into the so-called rural communities and with 
improved means of transportation, including 
aeroplanes and helicopters, people in the most 
remote sections are going to be, in a short time, 
within a matter of minutes close to the best 
urban medical and surgical centers available. 
There seems to be a trend also on the part of 
many splendid physicians in all branches of 
medicine to become suburbanites. This is as it 
should be and with the advent of more general- 
ized, modern conveniences, such as electric light, 
power, and air conditioning; and here it may be 
that within a few years time, ‘‘tame’’ atomic en- 
ergy will probably be available for every hamlet 
and hovel in the world. Such being the ease, it 
is easy to visualize many doctors who would pre- 
fer that kind of a life to the **pell-mell’’ rush 
of a great city, and it is entirely possible that 
within the next few years, with air condition- 
ing, television, radio, wireless telephones, and 
other conveniences, that groups of doctors will 
deliberately go out to these so-called out-of-the- 
way places and establish clinies—second to none. 
In these areas it will be easy to have a small elub 
house, a small golf course, swimming pool, air- 
ports, and all the other conveniences minus the 
drawbacks of city life. Also, it is easy to visual- 


ize the fact that specialists, ‘‘ circuit riders’’ from 


the great medical centers, would be happy to 
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spend a few days or a week or so in these remote 
medical centers holding a sort of refresher 
course, at the same time enjoying golf, horseback 
riding, swimming and other outdoor activities. 
It is no great stretch of the imagination to vis- 
ualize a surgeon in any specialty, an internist, 
a psychiatrist, or any other type of medical spe- 
cialist availing himself of the opportunity to 
spend a few days in some remote center accom- 
plishing as mentioned above, two different ends. 
If organized medicine makes some such gesture 
as that plus other economic schemes for the help 
of the poorer people, the spectre of socialized 
medicine can be pushed out of the window once 
and for all and the doctors will live longer- 
they will be of more use to society, and they will 
be happier. Children could even commute to col- 
lege or high school hundreds of miles away by 
means of airplanes, helicopters, or jet propelled 
modes of conveyance. 

We of the so-called civilized nations of the 
world are doing everything we can to save time; 
utilizing all sorts of short cuts and doing every- 
thing in our power to annihilate time and dis- 
tance. Is the gap between the so-called civilized 
peoples of the world and the more backward 
races, such as those of the central part of China, 
Russia, India, Africa, Korea, Tibet, and other 
places becoming wider and wider? In the cen- 
turies to come, will they be the survivors going 
along at their tempo of life, slightly increased 
over that of the present, and will we be extinct ? 
These are interesting questions and are we pro- 
jecting ourselves in any way into the future or 
having a study made of the possibilities of the 
limitations of the human mechanism. What will 
happen when we have reached the saturation 
point of speed, of color tolerance, of vitamins 
and concentrated food tolerance, and have avail- 
able the many synthetic products that are just 
in the offing. 

The progress of medicine down the ages has 
been as thrilling as a detective story ; as roman- 
tic as romance itself and filled with as much ad- 
venture as a pirate’s life. Its roster has been 
studded with many great names that will last as 
long as time. Its members have been challenged 
by the medical needs of the public and their un- 
selfishness has known no geographical boun- 
daries or racial barriers. Medicine, in its ad- 
vance has met successfully most all of the prob- 
lems of the ages, those of the numerous scourges 
that have been met by vaccination, immuniza- 
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tion and hygiene. Medical science has gradually 
pushed its way into the darkest spots of the uni- 
verse. It has met the challenge of the hovels and 
the palaces with equal success. It has faced 
squarely the fact of failures and the call of ad- 
versity, and the duties of warfare at all times. 
It has met the challenge of public opinion often 
misled and it has met the challenges of that 
slimy, slinky monster—humanity’s greatest en- 
emy—The Greed for Power and Totalitarian 





Leadership. Medicine has never sidestepped 
poisoned darts aimed below the belt; and often 
has returned shafts of medical hygienic help in 
exchange for those poisoned shafts. In spite of 
the many glaring faults and the human frail- 
ties of the medical profession, humanity may 
some day realize that the medical profession has 
been, and will continue to be, humanity’s great- 
est friend and benefactor. The public will never 
know of the loss of many valiant and brainy re- 
search workers among the profession, who have 
given their all that others may live longer, hap- 
pier and healthier lives. The public is all too 
quick to criticize, or all too slow to show grati- 
tude to and for those silent, ever vigilant guar- 
dians of health, who all too often prematurely 
acquire the ashen gray faces so common to the 
conscientious and overworked, seldom well paid, 
but often censured medical practitioners. The 
pages of history bare mute testimony to the fact 
that the medical profession has, at all times, beeu 
a friend to humanity and has suffered much 
from humanity. 

At present there is the specter of World War 
Three which looms bright on the horizon. The 
medical profession must use every influence pos- 
sible to prevent such a cataclysmic event, but 
on the other hand, they should use all their in- 
fluence to the end that the medical services of 
our forces should be efficiently organized and 
adequately equipped to meet such a catastrophe. 
Should World War number Three oceur, at 
least twenty-five to fifty million people of our 
country will be wiped out of existence, or ren- 
dered helpless in the matter of a few hours and 
before the nation knows that we are at war. We 
will be contending, within such an event, not 
only the deadly gamma rays of atomic fission, 
but undoubtedly we will be confronted with mass 
pollution by poison, toxins or organisms  in- 
volving literally thousands of square miles of 
our territory. It is in the realm of the medieal 
profession to preach the tenets of peace and good 
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will among men. We should be ever alert to 
spread the propaganda of peace, not a spineless 
sort of peace, but a virile peace that will benefit 
all humanity. 

Finally, the responsibility of the medical pro- 
fession to perpetuate the ** American Way’ is 
very real. If we believe that as individuals we 
are endowed with certain divinely given inalien- 
able spiritual rights, then our system of govern- 
ment, our free economy and liberties have a firm 
foundation on which to rest. Those thoughts are 


MEDICINE 77 


the basis of free and progressive medical science. 
Freedom of all just types must be won and re- 
won by every generation for itself and we must 
never lose sight of the value of liberty and the 
concept of the sacredness of the individual in 
the eyes of a Sovereign God. The outstanding 
eras of history have had their slogans. That of 
the Greeks was *‘ Know Yourself ;’* the Romans, 
‘*Be Yourself ;"’ Your- 
self.’’ Which last quote is the epitome of the 


the Christians, ‘* Give 


life of a true doctor. 
727 W. Seventh St. 


Poliomyelitis Current Literature 


229. Baker, Milton E., and Baker, llene God- 
frey (Minneapolis General Hospital). 

ACUTE POLIOMYELITIS IN PREGNAN- 
CY; REPORT OF 30 CASES. Minnesota Med. 
30 :729-734 (July, 1947). 


“During the period of July 29 to September 21, 
1946, 695 cases of acute anterior poliomyelitis 
were admitted to the Minneapolis General Hos- 
pital. Of this number, 115 were females in the 
child-bearing age of fifteen to forty-five years, 
and of these, thirty were pregnant There were 
seven in the first trimester of pregnancy, seven- 
teen in the second, and seven in the third. Fif- 
teen live babies had been delivered by March 15, 
1947. Eight of these deliveries were spontaneous, 
and the infants were full-term. One was a cesa- 
rean section; two were simple low forceps ex- 
tractions; one was carried out by conversion of a 
brow to an occiput posterior position and a low 
forceps extraction; one was a breech extraction 
of a premature infant with osteogenesis imper- 
fecta; one was a normal spontaneous delivery of 
a premature infant; and one was a post-mortem 
hysterotomy which produced an infant of seven 
lunar months’ gestation which lived only five 
minutes. Seven spontaneous abortions and six 
deaths occurred among the thirty pregnant pa- 
tients. 

“Acute anterior poliomyelitis occurs in all three 
trimesters of pregnancy. It occurs in the preg- 
nant woman more frequently than can be attrib- 
uted to mere chance. In general, pregnancy has 
little influence on the course of poliomyelitis or 
the extent of paralysis. There is a relatively high 
percentage of abortion (30.4 per cent) among 
pregnant patients with poliomyelitis. This study 
produced no evidence to show that the fetus can 
or cannot contract poliomyelitis in utero.” 

Authors’ summary and conclusions.) 

17 references. 


236. Hortsmann, Dorothy M. and Paul, John 
R.—(Yale U. Seh. Med.) 

THE INCUBATION PERIOD IN HUMAN 
POLIOMYELITIS AND ITS IMPLICATIONS. 
J.A.M.A. 135:11-14 (Sept. 6, 1947). 


“While analogies may be drawn between the 
observed incubation period in experimental poli- 
omyelitis and that estimated for the human dis- 


ease, exact information concerning the latter can- 
not be obtained in this fashion. It should be em- 
phasized, however, that poliomyelitis virus is 
capable of great variability in behavior in various 
hosts under different conditions; in the human 
disease the interval between apparent expo- 
sure and the onset of clinical symptoms and 
signs has been observed to be as short as three 
and as long as thirty-five days, with many cases 
developing after a four to ten day period. But 
unsolved problems as to what constitutes expo- 
sure, what role latency may play and what the 
pattern of pathogenesis is, represent some of the 
factors to be elucidated before exact knowledge 
of the incubation period in human poliomyelitis 
can emerge.” 

(Authors’ comment and summary.) 

19 references. 


248. Pedersen, Paul M.—(U. California Med. 


Sch. ) 

A STATISTICAL STUDY OF POLIOMYE- 
LITIS IN RELATIONSHIP TO TONSILLEC- 
TOMY. Ann. Otol. Rhin. & Laryng. 56 :281-293 
(June, 1947). 


“A review of 492 cases of poliomyelitis hospital- 
ized in San Francisco during 1941 to 1945 is pre- 
sented. The cases reviewed were found to have 
originated from 34 counties in the State of Cali- 
fornia, which reported 2,057 cases of poliomyelitis 
during the five-year period for the same counties. 
A survey of hospitals in the 34 counties con- 
cerned reveals a total of 57,796 known tonsillec- 
tomies performed during the five-year period. In 
one group of patients with tonsils present, there 
were 6 deaths, while in another group with ton- 
sils removed there were 11 deaths. In the group 
with tonsils present there were 11 cases of bulbar 
and bulbo-spinal type poliomyelitis, while in the 
group with tonsils removed there were 24 cases 
of bulbar and bulbo-spinal poliomyelitis. Of 492 
cases of poliomyelitis surveyed, there were 11 
cases of poliomyelitis following recent tonsillec- 
tomy. There were 314 cases of poliomyelitis fol- 
lowing tonsillectomy reported in literature here- 
tofore. Of 11 cases of poliomyelitis following ton- 
sillectomy, 7 cases occurred within the probable 
period of incubation. Neuropathological studies 
at autopsy in 8 cases strongly suggest a pharyn- 
geal portal of entry. 

“From our study of these cases we find: That 
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the incidence of poliomyelitis to general popula- 
tion in an epidemic year (1943) was (ratio) 1 to 
1,960, while the incidence of poliomyelitis follow- 
ing tonsillectomy for the same period was (ratio) 
1 to 1,782 (5 cases in 8,910 known tonsillectomies ). 
That the incidence of poliomyelitis following re- 
cent tonsillectomy is not greatly out of propor- 
tion to the ratio of disease to the general popula- 
tion during an epidemic year. That when polio- 
myelitis occurs following tonsillectomy it is more 
apt to be bulbar in type. That there is a higher 
incidence of bulbar and bulbo-spinal type of poli- 
omyelitis in tonsillectomized patients than in non- 
tonsillectomized patients, the ratio being two to 
one.” 
(Author’s summary and conclusions. ) 


14 references. 


249. Priest, Robert E.; Boies, Laurence R., 
and Goltz, Neill F.—(U. Minneso.a Med. Sch.) 


TRACHEOTOMY IN BULBAR POLIO- 
MYELITIS. Ann. Otol., Rhin. & Laryn. 56 :250- 
263 (June, 1947). 


“Experiences with tracheotomy during the 
Minneapolis poliomyelitis epidemic of 1946 are 
analyzed. 1830 cases of poliomyelitis were treated 
in Minneapolis during 1946. Approximately 400 
‘bulbar’ cases were reported. Seventy-five tra- 
cheotomies were done. Twenty-nine of these pa- 
tients survived. 

“The tracheotomies were done at the Minne- 
apolis General Hospital and the University of 
Minnesota Hospitals. On the University Hos- 
pitals’ pediatric service and at the Minneapolis 
General Hospital, tracheotomy was performed 
when the following indications existed: respira- 
tory distress as evidenced by recurrent cyanosis, 
coarse rales in the chest and laryngeal stridor; 
excitement and unmanageability causing the pa- 
tient to resist pharyngeal aspiration; stupor of 
a degree sufficient to make the patient oblivious 
of accumulation of secretion in his airway; in- 
ablity to cough effectively; pharyngeal pooling of 
mucus, vocal cord paralysis, or intralaryngeal 
hypesthesia demonstrable by laryngoscopy. 

“On the adult neurology service at the Univer- 
sity Hospitals the criteria listed above were con- 
sidered to be indications for tracheotomy. The 
physicians in charge of the University adult neu- 
rology service came to believe that tracheotomy 
gave the patient his best chance if done before 
cyanose occurred, because cyanosis can only be 
diagnosed clinically when it is rather far ad- 
vanced and when anoxia has done irreversible 
damage to a central nervous system already 
markedly damaged by the virus. 

“The detrimental effect of anoxia on the cen- 
tral nervous system is emphasized. We believe 
that this has been stressed sufficiently by only a 
few authors writing about bulbar poliomyelitis. 

“As a result of our experience in this epidemic 
we believe: (1) that tracheotomy improved the 
chance for survival of properly selected bulbar 
poliomyelitis patients, if done before anoxia has 
produced significant central nervous system dam- 
age; (2) that tracheotomy used in conjunction 
with various means for producing artificial res- 
piration will enable some critically ill poliomye- 
litis patients to survive until natural recovery of 
damaged neural tissue can occur. 

(Authors’ summary and conclusions.) 


13 references. 
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THE TREATMENT OF ACUTE POLIOMYE- 
LITIS TOGETHER WITH SOME SUG- 
GESTIONS ON DIAGNOSIS 
Philip M. Stimson, M. D. 

New York, N. Y. 

The Journal of Pediatrics, Vol. 31, No. 1, July, 
1947. 

This article is written to clarify and enumer- 
ate the specific measures to be taken by a physi- 
cian when confronted with acute poliomyelitis. 

The reassurance of the patient and his family 
and seeking to obtain their cooperation and con- 
fidence is of primary importance. 

Next, the determination of need of immediate 
treatment and the determination of evidence 
that the patient’s life may be at stake is in order. 
If there is involvement of the 9th, 10th, 11th, or 
12th cranial nerves, one must be prepared for 
weakness or even failure of one or both of the 
two vital centers. 

Failing cardiac center is shown by a rapid, 
thready irregular pulse and a falling blood pres- 
sure. When the respiratory center is failing, the 
patient’s breathing is apt to be irregular and 
shallow, but usually he can, on demand, take a 
deep breath. 

It is usually well to determine not which nerve 
is involved, but which bulbar manifestations are 
present. These include regurgitation of fluids 
through nose, loss of gag reflex, blurring of 
speech, tongue deviation, and difficulty or in- 
ability to swallow and cough. 

These signs enable one to recognize the bulbar 
case. The pulse and blood pressure are watched 
closely. The pharynx is kept clear of accumula- 
tions of mucus. Repeated suction may accom- 
plish this. It may necessitate the use of a bron- 
choseope or laryngoscope or a tracheotomy if se- 
vere or if atelectasis should oceur. 

Early use of oxygen is beneficial. It is best 
given by nasal catheter, but should pass through 
a water trap. The soft rubber catheter is insert- 
ed a distance one and one-half inches less than 
the distance from the nostril to the external 
auditory meatus in adults. In children it is one- 
half inch shorter. Oxygen flow is maintained 
4 to 6 L. per minute. 

Drugs for bulbar stimulation are caffeine so- 
dium citra‘e, 10 mg. per kilogram of body weight, 
repeated every one-half hour if needed. For fall- 
ing blood pressure, neosynephrine by hypoder- 
mic, 1/10 mg. per kilogram is used. 
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If difficulty in swallowing is present, nothing 
is given by mouth. Intravenous fluids are given, 
2 L.a day. If this persists, a Levine tube should 
be passed if possible. The patient is then fed 
such preparations as egg milk shakes fortified 
with vitamins and amino acids. After the patient 
can swallow, fluids in sips are given. This is 
slowly increased. Milk is given only sparingly. 

If both deltoids are paralyzed, there is always 
marked weakness of the diaphragm. It must be 
watched. Fluoroscopic observation may be neces- 
sary to show the reversed motion. Bulbar pa- 
tients almost always do badly in repsirators. 
The oxygen must have a clear passage to the 
lungs. The tight muscles can be relaxed appre- 
ciably and often rapidly by hot moist heat. Fi- 
nally, if the patient hasn’t enough muscle power 
he must have artificial respiration. 

There are three indications for use of artifi- 
cial respiration. First, is to relieve the patient 
on the verge of coma due to anoxia, who, despite 
nasal oxygen, is developing twitching around the 
corners of his mouth. The second, is to benefit 
the acutely ill patient who has been without sleep 
for several nights and is becoming tired. The 
third, is to help the patient who has been in a 
respirator and is out by day but cannot sleep at 
night due to the continual muscular effort re- 
quired for breathing. Sedation of any sort is 
contraindicated. 

Only trained personnel should use the respira- 
tor. The patient should be made comfortable in 
this. Negative pressure should be used, and the 
amount of pressure and rate should be adjusted 
to the patient’s comfort. Rate of 14 to 16 per 
minute and a negative pressure of 12 to 14 em. 
of water is usually the best. 

If there is no immediate danger to life, i.e. the 
patient has neither bulbar nor respiratory diffi- 
culties, the details of treatment are as follows: 

The patient is put to bed on a firm mattress 
with a bed board. A minimum of clothing and a 
vertical foot board with a slight blanket roll be- 
neath the knees is used. No pillow is used. The 
patient is made comfortable. 

Proper isolation measures are instituted ae- 
cording to local health regulations. 

The patient is disturbed as little as possible. 
Sedation is not used. Hot packs are used three 
or four times a day to combat the pain and in- 
creased This 
plished in hot baths or in wet sheet and blanket 


muscle tensions. may be accom- 


packs. 
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Bowel and bladder function is watched. Catii- 
terization and enema may be indicated. Laxa- 
tives are not used until the subacute or chronic 
stage. Milk of Magnesia is the one of choice. 

Drugs recommended, as indicated, are aspirin, 
Caffeine, and neosynephrine. Curare and Neo- 
stigmine are not advocated for general use. 

In the subacute and chronic stage, other spe- 
cialists should play a_ part. 
should have the physiotherapist contact the pa- 
tient early. As the patient is rehabilitated the 
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orthopedic surgeon should be contacted to help 
prevent deformities, provide mechanical support 
for early activity, and for needed reconstruce- 
tion surgery. 

The physician’s responsibility does not end 
with the patient. He must inform the family 
and others of the means to be taken to prevent 
the extension of the ravages of the disease. The 
rest of the family and contacts must be watched 
for possible minimal infections and treated by 
bed rest. The physician must be able to give 
helpful suggestions for prophylac‘ic measures to 
be observed in an epidemic. 

John J. Brennan, M. D. 
Resident Physician, 
Carrie Tingley Hospital, 
Hot Springs, New Mexico. 


NEUROPATHOLOGIC OBSERVATIONS IN 
RELATION TO MOTOR SYMPTOMS 
David Bodian, M. D. 

The Journal of the American Medical Associa- 
tion, Vol. 134, No. 14, August 21, 1947. 

An extensive histopathologie survey of 24 fa- 
tal human cases of poliomyelitis is reported. 
These features of the pathological picture of 
poliomyelitis are stressed. 

All evidence available shows conclusively that 
every case of poliomyelitis, human or experi- 
mental, exhibits lesions of the brain. As far as 
pathology is concerned, all cases of poliomyelitis 
are encephalitic. 

Some parts of the brain seldom, if ever, are 
affected. These include primarily the entire cere- 
bral cortex, except for the motor area, the cor- 
pus striatum, except for the globus pallidus, and 
the cerebellar cortex except for the vermis. The 
brain stem, as far forward as the hypothalamus 
and thalamus, bears the brunt of the cerebral 
pathologic changes in poliomyelitis. 

Great variation occurs in involvement of most 
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centers of the central nervous system, but the 
same centers are generally involved to a greater 
or lesser degree in almost all cases. 

Some animals with non-paralytie poliomye- 
litis do not have any lesions in the spinal cord 
but have a characteristic distribution of lesions 
in the brain. 

Only a few centers are severely involved often 
enough to suggest that they regularly play an 
important role in the motor symptoms of polio- 
myelitis. The centers most frequently damaged 
are the vestibular nuelei, roof nuclei of the cere- 
bellum, and the reticular formation. Spasticity, 
tremor, and hyper-reflexia of leg muscles prob- 
ably are due to involvement of these centers. 

These have been demonstrated in the pre-para- 
lytic stage of experimental poliomyelitis before 
virus or lesions could be demonstrated in the re- 
gion of the spinal cord which corresponded to 
the affected 
were always present at this time in centers of the 


muscles. Severe lesions, however, 


brain stem. Some animals with non-paralytic 
poliomyelitis do not have any lesions in the 
spinal cord but have a characteristic distribution 
of lesions in the brain. 

The severest damage, as a rule, occurs in the 
vestibular nuclei and in the reticular formation. 

Atrophy in xperimental animals is propor- 
tional to the number of motoneurons destroyed. 
Atrophy of disuse in humans may be superim- 
posed on denervation atrophy to a greater extent 
than in the always active monkeys. 

The histopathologic observations indicate that 
most nerve cells are either destroved during the 
acute stage of poliomyelitis infection or largely 
recover their normal appearance in about one 
month or less. 

John J. Brennan, M. D. 
Resident Physician, 
Carrie Tingley Hospital, 
Hot Springs, New Mexico. 


POLIOMYELITIS: A REVIEW OF ITS 
NATURAL HISTORY 
Robert Ward, M. D. 

The Physiatherapy Review, Vol. 27, No 4, 
July-August, 1947. 

Some of the results of important work that 
has been done in the field of poliomyelitis are 
presented to integrate them in a working hy- 
pothesis for epidemics. 

The size of poliomyelitis virus is 8 to 30 milli- 
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micra, this determination being made by indirect 
methods. The action of physicochemical agents 
indicates it is one of the hardiest of viruses. It 
lives for years in the frozen state. Ordinary 
agents have little, if any, deleterious effect upon 
it. Sixty-five degrees centigrade for 30 minutes 
will inactivate the virus, and oxidizing agents 
such as hydrogen peroxide and potassium per- 
manganate are said to kill the virus. 

The pathogenicity ot the virus for various lab- 
roatory animals is an important characteristic 
in its identification. It is pathogenic for only 
man and various primates. No adaptation of 
virus direct from man to rodents has been con- 
firmed. Some strains have been adapted from 
monkeys to cotton rats and mice. 

The histopathology is not characteristic. Nerve 
cell necrosis, neuronophagia, and perivascular 
cellular infiltration are common to forms of en- 
cephalitis as well as poliomyelitis. The distribu- 
tion of lesions is characteristic of no other 
disease. 

Immunological studies disclose there are vari- 
ous strains of virus alike in all respects except 
The 


different strains is not known, but may be many. 


their immunologic properties. number of 
The portal of entry of the virus in the human 
body has long been a matter of study. The nose, 
alimentary tract, and skin are the three possi- 
bilities. At post-mortem examination the virus 
was found chiefly in the central nervous system 
and alimentary tract. 

The virus is eliminated chiefly by way of in- 
testinal excreta. It has also been found in ma 
terial from the oropharynx. 

Sewage has been found to contain poliomye- 
litis virus. The amount indicates it is the result 
of excretion by a considerable larger number of 
individuals than is made up of paralytic cases. 

Flies have been suspected as possible carriers. 
They have been shown to be capable of deposit- 
ing an infective quantity of virus on food in an 
epidemic. It is not known whether virus is ear- 
ried mechanically or whether there may be a 
more intimate biological association. 

The mode of spread is really unknown. It is 
probably spread in a number of different ways. 
The evidence is in favor of the alimentary tract 
as the portal of entry. 

The tremendous concentration of cases during 
warm weather may be the result of increased 
dissemination of virus brought about by various 
factors, including insects such as flies. 
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Another hypothesis is presented: the epidem- 
ies are limited largely to certain countries, viz., 
Scandinavia, Holland, United States, Canada, 
Australia, and New Zealand. In certain other 
parts of the country the large seasonal epidemics 
seldom occur. In countries with primitive sani- 
tation, the infant contacts the poliomyelitis virus 
at an early age. In areas with modern sanitary 
conditions early repeated exposure does not oe- 
cur, and populations arise susceptible to the dis- 
ease in epidemic form. 
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The author suggests that this idea might take 
on considerable substance if it could be shown 
(a) that virus is widely disseminated year in 
and year out in countries with primitive sanita- 
tion, and (b) that antibodies to the prevalent 
strains actually develop early amongst the native 
population. 

John J. Brennan, M. D. 
Resident Physician, 
Carrie Tingley Hospital, 
Hot Springs, New Mexico. 





Arizona Medical Problems 
CONSULTATION AND CASE ANALYSIS 





ARIZONA MEDICINE again presents an 
unsolved and difficult case from the prac- 
tice of Arizona physicians, with the Case- 
Analysis and comments of a specially-chosen 
and nationally-known Consultant. 

Any physician who has an undiagnosed 
case which has defied other methods of solu- 
tion may send it for consideration. The case 
should be completely worked up, but an ed- 
itor will help compose the report. When- 
ever the need for an answer is urgent, the 
Consul‘ant’s reply will be sent direct to the 
submitting physician, before publication. 

Please send communications and data to 
Dr. W. H. Oatway, Jr., 123 S. Stone Avenue, 
Tucson, Arizona, or care of The Editor, Ari- 
zona Medicine. 











(NOTE—The progress of the first four cases 
is such that it is now possible to check the effi- 
ciency of the case-analysis of each. The results 
are eminently satisfactory. ) 


CASE NUMBER I 
Male, 36 years of age, with lifelong gonadal, 
skin, and heart signs and symptoms. Diagnosis— 
Pituitary infantilism and an unrelated cardiac 
defect. Progress—Symptomatic response to hor- 
mones; death from cardiac decompensation. No 
necropsy. 
CASE NUMBER II 
Female, 32 years oi age, with recurrent acute 
attacks of monarticular arthritis. Diagnosis— 
Episodic rheumatoid arthritis favored over palin- 
dromic rheumatism. Progress—Rapid progress of 
the symptoms and signs into ordinary rheuma- 
toid arthritis, with cessation of the episodes. 


CASE NUMBER THREE 
Boy, 11 years of age, with fever, tumefaction 
of the skin and solid viscera, pleural effusions, 
and arthritis. Diagnosis—Atypical rheumatic fe- 
ver. Progress—Clearing of all signs, symptoms, 
and contractures. Boy is in school and athletics. 
Heart normal. 


CASE NUMBER IV 

Female, 46 years of age, with chronic general- 
ized neurovascular signs, pain from exercise, 
pressure, and cold, and a recent rash on exposed 
surfaces. Impression — Dermatomyositis; unre- 
lated colitis, probably amebic. Progress—As ex- 
pected in a collagen disease, probably dermato- 
myositis; response of the colitis to suitable 
therapy. 

% * * 

(The current case was submitted by a Tueson 
physician. The report was then presented to a 
hospital staff-meeting, at which place the opin- 
ions of a half-dozen well-qualified specialists 
were obtained. The case-report, plus comments 
and data on further progress, was then sent for 
analysis io Dr. Annette C. 
ate Professor of Neuropsychiatry, at the Univer- 
sity of Wisconsin Medical Sehool and State of 
Dr. Washburne is 


Washburne, Assoei- 


Wisconsin General Hospital. 
a Diplomate of the American Boards in those 
subjects, and for more than ten years has made 
a special study of the anatomy, functions, and 
lesions of the hypothalamic area of the brain.) 


CASE NUMBER V 

The patient is a white male youth of 13 years 
who came to Arizona from his home in Chicago 
because of recurrent respiratory infections, asso- 
ciated with certain unusual symptoms and signs. 

His chief complaints when first seen were fe- 
ver, ‘a cold in the nose,’ ‘sore glands’ and ‘a stiff 
neck.’ 

History of Present Illness—The illness had 
started during the previous 24 hours. The tem- 
perature was 102 degrees by rectum, the throat 
Was seen to be red and edematous, the nasal mu- 
cosa was swollen ,all of the cervical glands were 
enlarged and tender, and the neck resisted flex- 
ion. The BP was 130/100. The boy was obese 
(chiefly in the hip areas), had small hands and 
feet, small genitalis, and no hair growth on the 
body. 

A consultant agreed that the sinuses were not 
involved. A nasal smear showed a few W.B.C., 
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no easinophiles, and a culture produced one col- 
ony of pneumococci. A white blood count was 
normal. There was no abnormal! skin, heart, or 
lung signs. 

He was kept at bed rest, and given penicillin 
I.M. at first in oil, and later in saline for a total 
18,650, with 83% nuetrophiels. The urine was 
of three days without effect. He was then given 
% gm. of streptomycin every 4 hours for 3 days, 
also without effect. Sulfonamides were not used 
because of a previous urticarial reaction. He 
could open his mouth only with difficulty, dis- 
liked being bothered for care or examination, and 
was apparently very uncomfortable. The family 
objected to the use of intravenous medication, 
consultants, etc., so he was given intravenous 
fluids and protein only once, and several injec- 
tions of a vitamin B. concentrate. 

On the third and fourth days the condition was 
the same, plus a fever of 104 degrees, a mild ver- 
tigo, and a notable somnolence and lethargy. He 
refused food, but drank large quantities of fluids. 
He frequently groaned. 

On the following day a confluent papular rash 
appeared on the arms, legs, and thigns, and diar- 
rhea began. The rash was partly urticarial, and 
several crops occurred at intervals of 1 or 2 days. 
The stools were often foul, and sometilmes con- 
tained pus and blood; the bowel movements were 
usually involuntary, as was urination. The spleen 
was palpable on one occasion. A small Weer was 
noted in the pharynx for a couple of days. There 
was a positive bilateral Babinski sign, and the 
patellar reflexes were absent. The Kernig sign 
was positive. The respirations were irregular in 
depth and frequency. The blood pressure was 
normal after the first readings. There were no 
abnormal cranial nerve or papillary signs. 

All of the signs and symptoms continued, with 
some variation, until the tenth day, when rales 
were heard in the left chest and viscid, blood- 
streaked sputum was noted. The fever and WBC 
were less, however, and from then on all of the 
symptoms and signs subsided to normal. Blood 
cultures, agglutinations, throat and stool cul- 
tures, a spinal tap (on the 11th day), and two 
chest X-rays were found to be normal. An osteo- 
porosis of the spine was noted on the film. 

On the twelfth day, with the temperature nor- 
mal, he abruptly seemed well. 

Past Medical History—During the past 12 years 
and starting before he was two years of age, the 
patient has had about 80 attacks of an illness 
similar to the one just described. They have oc- 
curred at the rate of 6 or 7 per year, at an inter- 
val of 6 to 8 weeks in the winter and 2 to 4 
months in the summer. The duration has always 
been 7 to 10 days. regardless of the treatment 
used; no treatment has been unusually helpful. 
The onset has always been that of an acute and 
febrile upper respiratory infection, and the at- 
tacks in infancy were restricted to that condition. 

Gradually, however, several other features be- 
gan to characterize the attacks. Some have oc- 
curred with each illness; others only 2 or 3 times 
a year. These features include, (1) Hunger and 
an increased food intake before the illness; (2) 
Rectal temperatures of 104-105 degrees for 7 to 
10 days: (3) drowsiness to the point of stupor, 
from which he can usually be aroused; (4) mark- 
ed polydipsia and polyuria (but anorexia) dur- 
ing the illness; (5) eruption of a rash (like ery- 
thema multiforme) on about the fourth day; (6) 
copious diarrhea, also on the fourth day, and 
often containing blood; (7) enlarged, tense, ten- 
der, cervical lymph-nodes; (8) an increasingly 
stiff neck; (9) pneumona, with bloody sputum; 


January, 1948 


and (10) stiffness of all body musculature at the 
end of each illness. He is said to be irritable for 
a few days before each attack, but has a pleasant 
normal personality during the remainder of the 
intervals. 

The patient reacted with “high temperatures” 
to diphtheria and whooping-cough immuniza 
tions during infancy, and on one occasion had a 
convulsion. At 3 years of age he had a 5-day 
febrile reaction following removal of the tonsils 
and adenoids, and again at the age of 6 years 
during a reoperation and the curettage of a 
sinus. At the age of 9 he had an “atypical scarlet 
fever,” for which serum was given. 

When he was 10 years of age, he was severely 
ill with measles, and had coma, delirium, and a 
high fever before the rash appeared. Conval- 
escent-serum was given, but the symptoms con 
tinued for 4 more days. Five days later he de- 
veloped mumps on the right side, complicated by 
a severe rheumatism and myositis, which lasted 
for ten days. These symptoms slowly subsided 
during the next six weeks and, after two weeks 
of recuperating, he was taken to the Illinois Re- 
search Hospital for a complete study by a pedia- 
trician and his consultants. The only positive 
finding was a cloudy left sinus. The sinus was 
washed several times, treated with X-ray, but no 
bacteria were ever isolated. Following this, the 
boy rapidly gained weight and became obese, as 
he is now. 

The family was somewhat discouraged by the 
indefinite results of the hospital examination, 
and treated the ensuing episodes with simple 
nursing care. 

The patient has been mildly spastic since in- 
fancy, especially in the legs, and sits down and 
rises jerkily. He is not markedly handicapped, 
and can use his hands adequately. He has a con- 
genital cataract of the right eye, and a ptosis 
of the right eyelid. 

Family and Social History. The patient has 
lived in Chicago all his life. He has a brother 
2 years of age who is said to have trouble digest- 
ing fats, and who tends to have diarrhea. His 
father is a physician. The boy has been retarded 
in school because of the illness, and is an “un- 
graded” room on the advice of a psychiatrist. 

The only familial disease is an allergic ten- 
dency—the mother is sensitive to wheat, house- 
dust, and pollens; she is also hypothyroid. Two 
of the boy’s cousins have asthma. The parents 
are of normal weight now, but the father was 
very obese as a child. 

COMMENT 

At this time, after seeing the patien‘ through 
an acute episode and obtaining the past medical 
history, it seemed logical to suspect that the re- 
current signs and symptoms might represent a 
syndrome arising from a common origin. 

The case was discussed with several physi- 
cians, and a number of etiologic agents and c¢on- 
ditions were considered 

1. Certain diseases and lesions could be ruled 
out because of the clinical course and negative 
findings, including acute encephalitis, various 
brain tumors, cysticercus, Hodgkin's disease. 
infectious granulomata, ordinary infections, ex- 
anthemata, and the meningitides. 
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2. Meningismus was obviously present, but is 
a symptum only, and may be caused by many 
conditions. 

3. An allergic aspect was suggested by the 
urticarial nature of. the rash, the reaction to 
sulfonamides and immunizing substances, and 
the family history of allergy. There is not, how- 
ever, any major allergic manifesta.ion, nor any 
eosinophilia. A purpuric condition would be a 
possibility, though notably atypical and in- 
complete. 

4. An infectional cause for the episodes was 
sought, as it had been in the past. Although the 
signs and symptoms at the onset were those of 
an upper respira‘ ory infection, a focus could not 
be found, and (except for a few pneumococci 
in the sputum) all cultures from the nose, throat, 
blood, urine, stools, and spinal-fluid were nega- 
Most of 


infee- 


tive. The antibiotics were ineffective. 
the symptoms increased while signs of 
tion were decreasing. The regular recurrences 
are not characteristic of simple infections. 

>. Many of the manifestations have a com- 
mon factor—the site of origin. Two areas in the 
brain contain the control centers of several fune- 
tions which are abnormal in this case—the hy- 
pothalmus helps to regulate body heat and wake- 
fulness; a reciprocal action exists between the 
hypothalamus and the hypophysis which regu- 
lates water balance, fat and carbohydrate meta- 
bolism. (The classic Froehlich’s syndrome re- 
sults from the latter relationship.) Further, a 
rash may result from a vaso-motor reaction, the 
effect of hypothalamic irritation through the 
vegetative nervous system. 

(The nerve pathways and hormonal interplay 
of these two contiguous areas are complicated 
and somewhat obscure, and can not be elaborated 
here. ) 

The only function not known to be disturbed 
in this case is the CH metabolism, which was 
not investigated. (The patient returned to Chi- 
cago in less than a month.) 

It is notable that the changes are almost all 
transient ; the obesity could be on one of several 
other bases—orthopedic, dietary, etc. The inter- 
mittency would indicate a temporary irritation 
of the areas, with no permanent damage. There 
is no remarkable evidence that a damaged pitui- 
tary has effected changes through the thyroid, 
parathyroid, 
functions. 

6. A ‘*tumor”’ 


pancreas, adrenal, or testicular 


which might fit the cireum- 
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stances was suggested by a consultant—a cystic 
craniopharyngioma. This tumor results from an 
imperfect closure of the craniopharyngeal duct 
an outpouching of the buecal mucosa which 
unites with a pouch of the diencephalon from 
the hypophysis. They are congenital, often re- 
main stable, and may result from trauma. 

7. Modifying factors could, in theory, be the 
cause of cystic variation in size, with resultant 
periods of pressure on the nerve centers and epi- 
sodes of symptoms. Infection might conveivably 
cause ithe cyst to swell, perhaps arriving by di 
rect extention. Allergy might produce a_ local 
reaction, though the mechanism and reasons are 
not clear. An abnormal electrolyte and fluid 
balance could theoretically cause the same chang- 
es, though they could more possibly be results. 
The reasons for the periodicity and some of the 


symptoms are also not clear. 


STAFF MEETING DISCUSSION 

After the boy had returned to Chicago, it was 
decided to present the case at a hospital staff 
meeting, and obtain suggestions from the statf 
members. The case-report, plus the foregoing 
speculations, was read; the following comments 
(anonymous) were then recorded : 
Dr. A (pediatrician)—l believe that the con- 
dition has an intra-cranial cause. 

Dr. B (pediatrician)—\| suggest investigation 
of the adrenal status. 
Dr. C (E.E.N.T.) 
be a cryptic focus of infection. 

Dr. R (allergist) 
I have seen several similar attacks 


The sphenoid sinus could 


Allergy could cause the en- 
tire picture. 
in highly sensitive patients who harbor bacteria 
somewhere ; they cause an upper respiratory in- 
fection, an immunity for a month, then recur- 
rence of the infection. I have one patient now 
who ends up in asthma, and is being controlled 
by culturing the 20 or more organisms in the 
‘throat and then desensitizing her to the pre- 
dominant one. 

Dr. E (arthrologist) 
thalamus-pituitary relationship is necessary to 


I agree that the hypo- 
explain the episodes. A regional cystic tumor 
would be the logical cause of the rythmicity, and 
intra-cranial tests should be done to determine 
its presence. Allergy and/or water imbalance 
should be investigated to see what pulls the 
trigger on the attacks. Anti-histamine drugs, 
salt-modification diets, and even vaccines could 
be tried as therapeutic tests. 
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Dr. G (neuropsychiatrist)—I am sorry not to 
have seen the child, since I was ill at the time 
of his attack. I believe that there are two possi- 
bilities: first, a ball-valve paraphyseal tumor of 
the third ventricle (it might be noted that such 
a tumor is an abnormal persistence of the velum 
transversum, rather than a derivative of the 
embryological paraphysis as commonly thought) ; 
the second, some kind of process which intermit- 
tently permits increased permeability of the 
hemato-encephalic barrier. It is at least conceiv- 
able that the latter process could be allergic in 
nature. These ideas are only hypothesis; one 
would have to rule out a colloid eyst, recurring 


encephalitis, localized meningitis, ete. 
PROGRESS 

The father was most grateful for the attention 
and suggestions. He considered the electrolyte- 
water-balance idea the most interesting, pursued 
therapy along those lines, and sent reports to 
the Arizona physician at intervals. 

The illness in Tucson ended on Mareh 15th, 
and the onset of the next attack in Chicago was 
on April 11th. It began with fever (101 degrees, 
rising in 2 days to 104 degrees), headache, **tox- 
icity,’’ pharyngitis, cervieal adenitis, and stupor. 

An acculate recor dof fluid intake and output 
was kept, and it was found that there was a neg- 
ative balance of 500 ce., chiefly due to emeses 
and coincident diarrhea. Salt balance was poor. 

A vigorous attempt was made (at home) to 
change the situation. On the third day of the 
illness, 600 ce. of plasma was given with no ef- 
fect. On the fourth day 1,000 ce. of I-V glucose 
(5%) was given without effect. On the follow- 
ing day 1,000 ce. of glucose and 1,000 ce. of sa- 
line were given and, though the balance was still 
negative, the emesis and loose stools ceased and 
food and fluid intake by mouth began. Salt was 
added to the food, a positive fluid balance of 
275 to 500 cece. was obtained, and the patient was 
out of bed in 3 days. 

During the next four months only one attack 
occurred ; this was aborted by a single I-V of 
plasma and saline. This is the longest free in- 
terval in years (but it should be noted that it 
is summer). 


QUESTIONS TO CONSULTANT 
What is the most likely primary diagnosis? 
What parts do secondary conditions play in 

the clinical action? 
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What can be suggested to clarify the picture? 
E. L., M. b., Tueson. 


ANSWERS BY DR. WASHBURNE 

This is an unusual case which has evidently 
had considerable study. The progress, through 
the years, suggests a basic condition plus one or 
more associated conditions. | am afraid that I 
cannot add much to the comments which have 
been made, though there are several things 
which seem to me to be of especial interest. 

First: Do you have any information concern- 
ing the details of the delivery of this patient? 
A history of birth-injury would be helpful not 
only in explaining his spastic condition, but 
might also suggest the possible effects of cere- 
bral trauma in producing a syndrome of the 
present type (similar, in an exaggerated way, 
to Carlson’s experimental produc‘ion of diabetes 
insipidus in dogs). 

(Editor—There is a history of birth-injury, 
as well as the congenital changes of the right 
eve. ) 

Second: Could the patient be hospitalized 
during a time when he is free of symptoms so 
that studies could be carried out for contrast 
with those done during an episode. Such studies 
might include (a) an intravenous glucose tol- 
erance test; (b) blood chloride, as well as serum 
cholesterol, calcium, and phosphorous levels; 
(¢) cerebrospinal fluid examination, with pres- 
sure, chemistry, and cell determinations; (d) an 
electroencephalogram ; and (e) a pneumogram. 
The last named might reveal very valuable in- 
formation. 

Concerning the various diagnostic suggestions, 
it appears to me that most self-contained, space- 
filling, intra-cranial lesions can be ruled out by 
the duration of the condition. There is, however, 
one exception which seems to me to be a fairly 
good bet—a ball-valve type of evst having a ven- 
tricular connection. The periodie filling of such 
a eyst in the region of the third ventricle could 
theoretically produce nearly all of the symptoms 
and. signs by pressure on the adjacent hypo- 
thalamus and antero-medio-dorsal thalamus. Its 
spontaneous emptying could, of course, explain 
the recovery periods. 

Communicating cysts of this nature may ex- 
ist over a period of many years without further 
progression of physical findings than those giv- 
en; it could be caused by a birth-injury ; its ex- 
istence could be determined by a pneumogram. 
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The allergy and infection theories do not 
seem adequate by themselves to explain the 
marked clinical findings. Their standing as ad- 
juncts in the production of the attacks would 
still have to be proved, in view of the absence 
of bacterial and allergic evildence in the past. 

Meningismus is a symptom rather than an 
entity. 

The respira‘ory and gastro-intestinal svymp- 
toms are probably secondary, or resultant. 

The hyperpyrexia may be explained on the 
walls of the third 
thermal centers; the drowsiness by direct or in- 


ventricle, on the so-called 


direet pressure on the mammillary bodies or the 


ARIZONA MEDICINE 


85 


medial antero-dorsal thalamus; the polydipsia 
from pressure on the anterior hypothalamus. 
The stiffness which follows the episodes could 
result from immobility of the spastic patient 
while ill. 

If the family is unwilling to have detailed 
studies made, it is to be hoped that a pneumo 
gram and electroencephalogram can be perform- 
ed; they would be most serviceable in provid- 
ing a diagnosis. 

Annette C. Washburne, M. D. 


Associate Professor of Neuropsy- 


chiatry, Madison, Wisconsin. 


Arizona Blue Shield Plan 


(Continued from November Issue) 


SUR ICAL AND OBSTETRICAL CARE 
SUBSCRIPTION AGREEMENT 
ARTICLE I. DEFINITIONS AND PROVISIONS 
AS TO INCLUSION. 


Section 1. The name of this Corporation is Ari- 
zona Blue Shield Medical Service hereinafter re- 
ferred to as the CORPORATION or SERVICE. 

Section 2. Applicant: The term “Applicant” 
refers to the person so listed on the application 
pursuant to which the SERVICE has entered in- 
to this Agreement. 

Section 3. Family Member: Subject to the en- 
rollment regulations of the SERVICE, the Appli- 
cant’s spouse and any dependent unmarried child 
of the Applicant who is under the age of nineteen 
(19) years, are eligible for inclusion as subscrib- 
ers hereunder provided that they reside with the 
Applicant. The term “family member” as herein 
used, shall mean such members of the Applicant’s 
family as are eligible for inclusion hereunder and 
are included in the membership application or 
supplemental applications. 

Section 4. Sponsored Dependents: Subject to 
the enrollment regulations of the SERVICE any 
member of the Applicant’s household who is (1) 
related to applicant, (2) living with the Appli- 
cant, (3) wholly dependent on the Applicant for 
support, (4) unemployed, (5) in good health and 
(6) under sixty (60) years of age, is also eligible 
for inclusion as a subscriber hereunder; such 
member of the Applicant’s household being some- 
times referred to herein as “sponsored depen- 
dent.” 

Section 5. Subscriber: (A) The term “subscrib- 
er” refers to the Applicant, each Family Mem- 
ber, and each sponsored dependent, who is in- 
cluded hereunder in accordance with the provi- 
sions hereof. 

(B) The subscribers included hereunder at the 
effective date hereof are the Applicant, the elig- 
ible family members, and sponsored dependents, 
if any, named in the application hereof. The Ap- 
plicant may apply for the inclusion of additional 
eligible family members or sponsored dependents 
by submitting to the SERVICE a supplemental 
application and by the payment of such addition- 
al charge, if any, as the SERVICE may require, 


but the inclusion hereunder of such additional 
subscribers shall be subject to the enrollment 
regulations of the SERVICE then in force and 
shall not become effective until the supplemental 
application is accepted by the SERVICE. 

(C) Subject to the enrollment regulations of 
the SERVICE, the Applicant may at any time 
withdraw any subscriber from this Agreement. 
In the event that any family member included as 
a subscriber hereunder shall establish a residence 
apart from the Applicant, such family member 
shall thereupon automatically be excluded from 
coverage hereunder. In the event any family 
member included as a subscriber hereunder is a 
child, such child shall automatically be excluded 
from coverage hereunder (1) at the end of the 
contract year in which he or she attains the age 
of nineteen (19) years, except that if such child 
then comes within the sponsored dependent class, 
as above defined, he or she may be continued as 
a subscriber hereunder, subject to the conditions 
hereof and to regulations of the SERVICE then 
in effect, or (2) immediately upon becoming mar- 
ried prior to the age of nineteen (19) years. 

(D) In the event any subscriber covered here- 
under ceases to live under the same roof with the 
Applicant, it shall be the responsibility of the Ap- 
plicant to notify the SERVICE of such change in 
residence and no subscription charges for such 
subscriber shall be made after the subscription 
month in which such notice is given. No refund 
of subscription charges will be made by the 
SERVICE for any period prior to such notifica- 
tion by the Applicant. 

(E) All Subscribers to this SERVICE must re- 
side in an area regularly served by participating 
physicians. (See also VII—3.) 

Section 6. Anniversary Date and Group: 

(A) The term “Anniversary Date” shall mean 
the annual return of the day on which coverage 
was first effective for the original members of 
the group to which the Applicant belongs at the 
time involved, or such other day as may be agreed 
upon between the SERVICE and the group. If 
the applicant ceases to belong to a group, but 
continues his Agreement as provided in para- 
graph three (3) of Article IX hereof, the anni- 
versary date shall be the date fixed by the SERV- 
ICE for such applicants. 
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(B) The term “group” shall mean a group of 
Applicants who have a Subscription Agreement 
with the SERVICE and who are employed by or 
associated with an individual, Corporation, Asso- 
ciation, department or other organization which, 
as agent for the Applicants has agreed to the 
necessary procedures required by the SERVICE 
for the benefits established herein. 

Section 7. Participating Physician: The term 
“participating physician’’ means any Doctor of 
Medicine who is duly licensed to practice medi- 
cine and surgery under the laws of the State of 
Arizona, who is a resident of Arizona, who is reg- 
istered with the SERVICE as a participating 
physician and who has agreed to render services 
to the subscribers under this Plan. 

Section 8 Remitting Agent: The term “remit- 
ting agent’ means any individual, association, 
corporation or other organization which as agent 
for the Applicant has undertaken to collect the 
charges payable on account of this Agreement, 
either by way of payroll deduction or otherwise, 
and to remit the same to the SERVICE. 

Section 9. Surgical Services: ihe phrase “surg- 
ical services’”” means all such medical and surgi- 
cal services as are covered under the terms of 
Article IV hereof. 

ARTICLE Il. SUBSCRIPTION AGREEMENT, 
IDENTIFICATION CARD AND EFFECTIVE 
DATE OF COVERAGE. 

Section 1. The Contract between the Applicant 
and the SERVICE by virtue of which the Appli- 
cant and any other subscriber is entitled to re- 
ceive surgical services shall consist of the within 
Subscription Agreement, the application therefor 
(including any supplemental application) and 
Surgical Identification Card Series issued by the 
SERVICE. No employee or agent of this SERV- 
ICE is authorized to vary or change any of the 

terms of these instruments. 

Section 2. Any gainfully employed person de- 
siring to obtain the benefits of this service shall 
make written application therefor on forms fur- 
nished by the SERVICE. No such application 
shall become effective until it is approved by 
the SERVICE, which acceptance shall be evi- 
denced by the issuance of a Surgical Service 
Identification Card bearing the name of the Ap- 
plicant and of a Subscription Agreement execut- 
ed in the name of the SERVICE by a duly auth- 
orized officer. 

Section 3. (A) The effective date of coverage 
for the Applicant and subscribers listed on the 
original application card shall be the effective 
date entered by the SERVICE on such original 
application card. 

(B) The effective date for subscribers who 
may be added from time to time shall be the ef- 
fective date entered by the SERVICE on the sup- 
plemental application card listing such family 
members, which date shall be determined by the 
SERVICE’S enrollment procedures then in effect. 


ARTICLE Ill. EFFECTIVE PERIOD— 
CONTRACT YEAR. 

Section 1. The effective period of coverage for 
each subscriber hereunder is the period of one 
year from the effective date entered on the appli- 
cation card listing such subscriber and from year 
to year thereafter, subject, however, to provi- 
sions of ARTICLE VII and VIII hereof, and the 
term “Contract Year” shall mean the period of 
one year from the effective date entered on the 
application card and each yearly period thereaf- 
ter while this AGREEMENT is in force, and shall 
not mean a calendar year. 


January, 1948 


ARTICLE IV. SURGICAL SERVICES AND 
INCOME LIMITATIONS. 

Section 1. A subscriber is entitled to all surgi- 
cal coverages included hereunder without charge 
to him by the participating physician provided 
the annual income of the subscrber does not ex- 
ceed twenty-five hundred ($2500.00) dollars, and 
provided that the total annual incomes of sub- 
scriber and the members of his family do not ex- 
ceed thirty-six hundred ($3600.00) dollars. If sub- 
scriber’s individual or family income is above the 
limitations the participating physician will estab- 
lish his fee in accordance with his usual practices 
and the SERVICE will pay that portion of the 
fee as set out in the Schedule of Benefits. In the 
event the fee exceeds the amount set out in the 
schedule of benefits the subscriber shall pay this 
difference directly to the physician. 

Section 2. In the event of any dispute between 
a participating physician and any subscriber with 
respect to the income of the subscriber, such dis- 
pute shall be submitted to and determined by the 
Professional Committee whose determination, up- 
on approval from the Board of Directors, shall be 
conclusive upon the parties. 

Section 3. Subject to the foregoing provisions, 
the subscriber while and if a patient in a general 
hospital, approved by the Board of Directors, 
shall be entitled to the following services: 

(A) Necessary operative (cutting) procedures 
performed by a participating physician for the 
treatment of diseases and injuries and for the 
treatment of fractures and dislocations but not 
including sprains and bruises. 

(B) Necessary anesthesia by a _ participating 
physician in connection with services described 
in (A) but not to exceed twenty-five ($25.00) dol- 
lars for any one disease or injury or fifty ($50.00) 
dollars in amount for any one subscriber in any 
one contract year. 

(C) Obstetrical care by a participating physi- 
cian to the wife, provided both husband and wife 
have been subscribers under a Family Agreement 
for nine (9) full consecutive months immedi- 
ately prior to the rendering of such obstetrical 
care. Children in the family and sponsored de- 
pendents are not eligible for obstetrical care. The 
term “obstetrical care” shall include necessary 
services of a participating physician for any con- 
dition of pregnancy, including Caesarean Section, 
miscarriage or ectopic pregnancy. 

(D) Surgical Services will be provided on an 
out-patient basis for the initial treatment of 
emergency accident cases within 24 hours of ac- 
cident. OUT-PATIENT SERVICE WILL NOT BE 
PROVIDED EXCEPT AS STATED IN THIS 
PARAGRAPH. 

(E) At the time surgical or other services are 
required, the subscriber shall inform the partici- 
pating physician that he is a subscriber to the 
SERVICE, and present his or her Identification 
Card. 

(F) The Corporation will make payment, ac- 
cording to its Schedule of Benefits, direct to the 
participating physician, or physicians, perform- 
ing the services provided by this Agreement. 
Such payment shall constitute a full and final 
discharge of all obligations of the Corporation 
for such services. 

Section 4. Services not Included: 

The benefits and services offered and provided 
by this Agreement do not, and shall not, in any 
event, include the following: 

(A) Home calls by any physician or surgeon. 

(B) Plastic operations for cosmetic or beauti- 
fying purposes. 

(C) Dental surgery. 
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(D) Services provided for under the Work- 
men’s Compensation Laws of any State or muni- 
cipality or the Employer’s Compensation or Lia- 
bility Acts under Federal Statutes whether or 
not the employee or employer has rejected such 
acts. 

(E) Any surgical services rendered for the re- 
moval of tonsils or adenoids, or the treatment 
of hernias and hemorrhoids during the first six 
full consecmutive months of this Agreement. 

(F) Surgical services rendered in the treat- 
ment of any congenital defects. 

(G) Any surgical services rendered for the 
treatment of cancer, diabetes, osteomyelitis, tu- 
hberculosis, poliomyelitis, sinus conditions or deaf- 
ness, to individuals who have had such condi- 
tions prior to, or at the time of, their application 
for membership. 

(H) Surgical services rendered for any ailment 
or physical conditions known by the subscriber 
to exist prior to the date of application for this 
subscription agreement. 

(1) Services rendered by any other than a duly 
recognized Doctor of Medicine and so licensed to 
practice medicine and surgery in the State of 
Arizona. 

(J) Surgical or Obstetrical Services rendered 
in any place or institution other than a General 
Hospital, approved by the Board of Directors. 

Section 5. The SERVICE shall not be liable in 
any event for services furnished by the Veteran’s 
Administration or the United States Govern- 
ment, except to the extent that the service as- 
sumes such a liability by contract with the Vet- 
eran’s Administration. 

Section 6. This agreement shall not in any 
event include or provide hospital services, nurs- 
ing fees, medicine, drugs, materials, appliances or 
supplies other than those usually furnished by 
the physician, diagnostic procedures, eye glasses, 
or payments to donors of blood. 

Section 7. Surgical services will not be avail- 
able hereunder to any subscriber who is in a hos- 
pital on the effective date of coverage hereunder 
for the particular disease or injury causing such 
hospitalization or confinement. 


SUBSCRIBER'S SELECTION OF 
PHYSICIAN. 

Section 1. Subject to the provisions of Article 
I, Section 7 hereof, the subscriber shall be free 
to select for the rendering of services under this 
Agreement any participating physician. No at- 
tempt shall be made by the SERVICE or any of 
the officers, directors or agents to influence the 
choice of a participating physician by any sub- 
scriber. For the purpose of determining whether 
a Doctor is a participating physician, the sub- 
scriber shall be entitled to the current roster of 
participating physicians, issued by the SERVICE, 
upon request. A participating physician shall be 
free to decline to render services to a subscriber 
in accordance with the custom and practice now 
prevailing in the general practice of medicine. 
Nothing contained herein shall in anywise affect 
the ordinary relationship that exists in the com- 
munity between a physician and his patient, ex- 
cept, however, as to the waiver of privileged com- 
munications contained in the application herefor 
and in ARTICLE VI hereof. 

Section 2. The services of a consultant shall 
be made available to a subscriber upon certifica- 
tion of the need therefor by the subscriber's par- 
ticipating physician and approval of the Service. 
Thereupon a consultant shall be selected from 
the list of the SERVICE’S participating physi- 


ARTICLE V. 
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cians in the same manner as now prevails in the 
general practice of medicine. Such services shall 
be limited to one consultation per case. 

Section 3. Emergency Service: In the event of 
emergency treatment for accident or illness oc- 
curring while a subscriber is temporarily absent 
from home and not within reasonable access to a 
participating physician and for which the sub- 
scriber is entitled to surgical services under 
ARTICLE IV hereof, the SERVICE will pay any 
duly licensed Doctor of Medicine rendering such 
emergency treatment an amount not to exceed 
the compensation which a participating physician 
in such case would have been entitled to receive 
from the SERVICE, and such payment shall fully 
discharge the SERVICE of all its obligations 
hereunder on account of such treatment. This 
provision does not include surgical services per- 
formed outside the area regularly served by par- 
ticipating physicians if the subscriber has left 
such area for the purpose of obtaining treatment 
or examination. 


ARTICLE VI. WAIVER OF PRIVILEGED 
COMMUNICATIONS. 


Section 1. This Agreement is made upon the 
express condition that any physician or institu- 
tion is authorized to disclose to the SERVICE 
any information regarding or acquired in connec- 
tion with attendance, care or treatment of any 
subscriber hereunder and that all provisions of 
law or professional ethics forbidding such dis- 
closures are waived by or in behalf of each sub- 
scriber hereunder. 


ARTICLE VII. TERMINATIONS. 


Section 1. (A) Nothing in this Agreement 
shall be construed as a guarantee that the service 
of a participating physician shall be available to 
the subscriber. 

(B) If, by reason of war, public disaster, gen- 
eral epidemic or other public emergency, or for 
any other reason, no participating physicians are 
available to render necessary surgical services to 
a subscriber hereunder, the SERVICE upon re- 
quest shall refund to the Applicant the charges 
which have been paid on account of this Agree- 
ment for the then current contract year, and 
such payment shall constitute a full and final 
discharge of all obligations of the SERVICE 
hereunder for the period covered by such refund. 

Section 2. This Agreement may be terminated 
by either party hereto at any time by giving 
twenty days prior written notice to the other; 
provided, however, that the SERVICE may not 
exercise its right of termination while a subscrib- 
er shall be receiving surgical services. Such no- 
tice of termination, if given by the SERVICE, 
shall be sufficient if mailed twenty days in ad- 
vance of the termination date therein specified 
to the Applicant at his address as it then appears 
on the records of the SERVICE, and, if given by 
the Applicant, if so mailed to the SERVICE at 
its principal office in Phoenix, Arizona. 

Section 3. If the Applicant establishes his resi- 
dence outside of an area regularly served by par- 
ticipating physicians, this Agreement shall there- 
upon be automatically terminated. 

Section 4. In the event of any default in the 
payment to the SERVICE of charges hereon in 
accordance with the provisions hereof, this Agree- 
ment shall automatically terminate at midnight 
of the day of such default. 

Section 5. After termination of this Agree- 
ment, no subscriber shall be entitled to any fur- 
ther services hereunder. 
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ARTICLE VIII. SUBSCRIPTION CHARGES 
AND MODIFICATIONS. 

Section 1. The amount of the Subscription 
charges for subscribers shall be such as may be 
determined by the SERVICE from time to time. 

Section 2. (A) The SERVICE shall have the 
right from time to time to make such changes in 
the amount of the charges applicable to the agree- 
ment and to amend or modify any of the terms 
or provisions of this agreement, provided how- 
ever, that the applicant shall be notified of such 
action by written notice as hereinafter provided. 
If any such change or modification is not accept- 
able to the applicant, this agreement shall auto- 
matically terminate at midnight on the effective 
date of such change or modification. 

(B) Notice of change or modification shall be 
deemed sufficient if mailed to the remitting agent 
for the Applicant’s group or, in the case of Appli- 
cants who are making payments direct to this 
SESRVICE as provide din ARTICLE IX, Section 
3 hereof, if mailed to the Applicant at his address 
as it appears on the records of this SERVICE, 
and in either event, mailed at least twenty (20) 
days prior to the effective date of such change or 
modification. 

(C) After such notice, the continued payment 
by the Applicant of the Subscription charges 
shall be conclusive proof of his or her agreement 
to such changes or modifications. 

Section 3. The basis of payment of the sub- 
scription charges by each group whether month- 
ly, quarter-annually, semi-annually, or annually, 
shall be determined by agreement between the 
SERVICE and the remitting agent for the group, 
according to current enrollment regulations, and 
each Applicant in a group shall pay his or her 
subscription charges in the same manner and for 
the same period as all other members of the 
group. 


ARTICLE IX. MISCELLANEOUS 
PROVISIONS. 

Section 1. Reinstatement: In the event this 
Subscription Agreement shall terminate, it shall 
be subject to reinstatement in the sole discretion 
of the SERVICE and upon such terms and condi- 
tions as may be determined by the SERVICE. 

Section 2. Assignment: This Subscription 
Agreement and the rights hereunder are personal 
to the subscriber and in no way assignable. 

Section 3. Change of Remitting Agent: An ap- 
plicant who leaves a group after the payment of 
at least one month’s charges in the manner pre- 
scribed for the group may continue this Agree- 
ment in force whether re-employed or not by 
making his regular payments, plus any service 
charges established by the SERVICE, directly to 
the SERVICE on a quarter-annual, semi-annual 
or annual basis. IN THE EVENT A SUBSCRIB- 
ER AGAIN BECOMES A MEMBER OF A 
GROUP ENROLLED IN THIS PLAN, HE OR 
SHE SHALL BE REQUIRED TO MAKE PAY- 
MENT THROUGH THE GROUP REMITTING 
AGENT IN THE MANNER PRESCRIBED FOR 
SUCH GROUP. 

Section 4. Death of Applicant: In the event of 
the death of the Applicant, this Agreement may 
be continued, (Subject to the payment of charges 
when due) as to all other subscribers hereunder 
who maintain their residence as required in Arti- 
cle VII, Paragraph 3 hereof, until the end of the 
then current contract year, whereupon this 
Agreement shall terminate, subject to the right 
of any of the surviving subscribers hereunder to 
submit a new application for a Subscription 
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Agreement, if any of them are eligible in accord- 
ance with the SERVICE’S then prevailing reg- 
ulations. 

Section 5. Extent of SERVICE'S Obligation: 
The SERVICE has no control over any diagno- 
sis, treatment or care by a participating physi- 
cian or the methods used in connection there- 
with, and shall not be liable for any negligence 
or malpractice on the part of any physician 
Neither the Applicant nor any other subscriber 
hereunder shall have any right against or be en- 
titled to any benefits from the SERVICE, except 
the right to receive the financial benefits herein 
provided for. 

Section 6. No subscriber shall be entitled to 
share in any reserves or other funds which may 
be accumulated by the SERVICE except as the 
services available hereunder may be extended by 
action of the Board of Directors of this SERVICE. 

Section 7. The applicant shall be responsible 
for the payment of all sales, service or other tax 
now or hereafter imposed by law. 

Section 8. In the event the remitting agent 
shall default for any reason in making payment 
to the SERVICE of the charges payable unde 
this Agreement, or in the event the remitting 
agent gives notice to the SERVICE of its inten- 
tion not to collect and remit such charges, this 
Agreement shall terminate at the end of the 
period for which charges have been paid. 

SCHEDULE OF BENEFITS 

The amounts listed in this Schedule of Bene- 
fits are set up for payment of physicians provid- 
ing service to Blue Shield members as provided 
in the Subscription Agreement, in which service 
in full is provided for those within the income 
limitations or indemnity benefits to those of 
higher incomes. They do not represent average 
fees nor do they constitute an established fee 
schedule. Fees for all services are not listed. 
They will be determined by experience. All fees 
are subject to change as experience dictates. 

All fees for surgery shall include the usual 
after care. 


HEAD: 
Simple trephine 100.00 
Ventricular puncture for encepha- 
lography 75.00 
Epidural lesions 100.00 


Subdural lesions (hematoma or abscess)..150.00 
Any operation involving invasion of 

brain structure ..200.00 
Brain tumors and elective brain surgery 

by special arrangement. 


THORAX: 
Excision of breast tumor 50.00 
Excision of breast 100.00 
Excision of breast with axillary glands....150.00 
Resection of rib 75.00 
Thoroscoplasty, per stage (not to 
exceed $200.00) 75.00 


Lobectomies and pneumonectomy by 
special arrangement. 


ABDOMEN: 

Exploratory laparotomy 100.00 
Appendectomy 100.00 
Bowel Resection 150.00 
Cholecystectomy 150.00 
Cholecystotomy 150.00 
Hernia, radical operation and 

examinations 100.00 


(Same for inguinal, femoral, umbilical 
or ventral) 

Bi-lateral hernia, radical operation and 
examinations _....... 150.00 
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Coat ORR OTORUOUIOG | ann nnnnnnccnsnceceeccsccccosessesse 150.00 
Partial Gastrectomies ................... ao 2a 150.00 
0 GREER EEE Ee 200.00 
SPINE: 
I ceca acta 200.00 
Laminectomy, to include OO Sp tad ne 175.00 


Extrusion of intervertebral disc, includ- 
ing laminectomy and spinal fusion, to 
EEE Ee 250.00 


Laminectomy, with spinal fusion, 
ON LE LE OC eer 250.00 
EXTREMITIES 
Amputations: 
gk SERRE Oar serene nee e ee 30.00 
Arm or forearm ... 75.00 
Shoulder disarticulation ...100.00 
Leg (at or below knee) ................ . 75.00 


Se rs 100.00 

Hip” disarticulation ............... ut ..175.00 

In case of more than one . amputation of the 
same member, the fee shall be the major one, 
plus an additional 30 per cent; if of other mem- 
bers, an additional 50 per cent. 

Cuts, contusion, etc., of other members will be 
considered a part of major injury, and treatment 
thereof shall not be charged for separately. 


GENITO URINARY: 


Nephrectomy . .200.00 
Nephrotomy cas 175.00 
Neenreneny .................... , 125.00 
External urethrotomy oo 100.00 
Repair of ruptured urethra . .....100.00 
Perirenal abscess = ....100.00 
Prostatectomy ....175.00 
Cystotomy 100.00 
Amputation of penis 100.00 
Orchidectomy 75.00 
Hydrocele, radical operation 75.00 
Varicocele, radical operation 50.00 
SKIN GRAFT: 
Thiersch or Riverdin: 
Small (approximately 1 to 3 sq. in.) 25.00 
Medium (approximately 4 to 25 sq. in.).... 50.00 
Large (over 25 sq. in.). 100.00 
Full thickness: Twice the above fee 
Excision of subdeltoid bursa 75.00 
BURSAE: 
Tube pedicle by special arrangement 
Excision of prepatella bursa....... ; 50.00 
Excision of olecranon bursa.... 35.00 
Removal of ganglion . 35.00 
Excision of nail, finger or toe. 5.00 
ARTHROTOMIES AND RESECTIONS: 
Corpal, torsal, wrist or ankle ; 75.00 
Elbow, shoulder or hip .....175.00 
Subtalar arthrodesis . cuvesesnel ae 
Removal of semilunar cartilage 150.00 
MISCELLANEOUS 
Fistula in ano .. 35.00 
Excision of pilonidal cyst 75.00 
Excision of ischio-rectal abscess 75.00 
Hemarrhoidectomy 75.00 


GENERAL SURGICAL PROCEDURE 


WOUND REPAIR: 


Simple Repair 10.00 
TENDON REPAIR: 

When severed, first 35.00 

Each additional 15.00 
NERVE REPAIR: 

When severed, first 50.00 

Each additional 25.00 


(When there are multiple nerve and 
tendon injuries in the same wound, the 
fee for the first nerve repair shall pre- 
vail, and additional nerve and tendon re- 
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pairs shall be at the lesser fee. In such 
cases no extra charge shall be made, for 
muscle, fascia or skin repair of this 
wound.) 

INCISION AND DRAINAGE: 
Incision for superficial abscess, as 


furuncle or boil 5.00 
Incision for deep absc ess, requiring 

general anesthetic said 25.00 
Paronychia 5.00 

FOREIGN BODIES: 

Foreign body extraction, subcutaneous 

with anesthetic 10.00 
Foreign body extraction, deep 25.00 


not include 
from eye or 


Note: above extractions do 
removal of foreign body 
orbit or body cavities. 
MANIPULATIONS, ASPIRATIONS AND 
INJECTIONS 
MANIPULATIONS: 
Manipulation of the spine under 


anesthetic 25.00 

Manipulation of large joints, such as 
ankle, knee, hip, wrist, elbow or 
shoulder 15.00 

All other manipulations under anesthetic 10.00 

ASPIRATION: 

Elbow, knee or ankle joint 15.00 

Bursa, subdeltoid or Subacromial, first 10.00 
Subsequent 5.00 

Bursa, olecranon or prepatello, first 5.00 
Subsequent 3.00 

Thorax, diagnostic 10.00 
Therapeutic 20.00 

Pericardium 25.00 

Abdomen 15.00 

Hydrocele 10.00 

Subsequent 5.00 

Injection: 

Injection of brusa, same as for aspiration 

Paravertebral, sacral or introspinal in- 
jections, first 10.00 

FRACTURES 
Skull: 

Without depression 50.00 

Operation without the dura 100.00 

Operation within the dura 150.00 

Facial: 

Maxilla, malar or zygoma, open surgery.... 75.00 

Mandible, uni-lateral 50.00 

Mandible, bi-lateral 100.00 

Nasal 25.00 

Thorax: 

Ribs, one 15.00 
Each additional add 50%-maximum 30.00 
(if lung injury involved, special rates 
to apply) 

Sternum a 25.00 
(if cartilage injury involved, special 
rates to apply) 

Spine: 

Vertebral body with definite compres- 
sion of body or neural arch 100.00 

Compression or dislocation with cord 
injury 150.00 

Transverse, spinous or articular process, 
one or more : 50.00 

Pelvis 75.00 

Sacrum 50.00 

Coccyx 50.00 

Upper Extremities: 

Finger, simple reduction and immobili- 
zation , 15.00 

Finger. with displacement requiring re- 
duction 25.00 
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With complicating lacerations of the soft 
I tS co a8 cuit anniailaseneinen 30.00 
(For each additional finger add 30% of 
the specified fee) 

Metacarpal, without displacement secsese OOD 

Metacarpal, with displacement ..... 30.00 
(For each additional metacarpal add 
30% of the specified fee) 


Carpal, closed ........... ; . 25.00 
Carpal, open ..... 75.00 
Radius or ulna ... 50.00 
Radius and ulna snait 75.00 
Bone graft, forearm . 175.00 
Colles's fracture ....... 50.00 
Humerus, closed .... 75.00 
Humerus, open .... 150.00 
Bone graft, humerus 200.00 
Scapula nee 50.00 
Clavicle ....... 50.00 


Lower Extremities: 

Great toe, simple reduction and im- 
mobilization .. 15.00 
With displacement requiring reduction 25.00 
With complicating lacerations of the 


tissue ...... ave ; . 30.00 
Other toes 10.06 

With complicating lacerations of the 

soft tissues 25.00 


(For each additional toe add 30% to the 
specified fee) 
Metatarsal, without displacement 20.00 
Metatarsal, with displacement ... 30.00 
(For each additional metatarsal add 
30% of the specified fee) 


Astragalus ...... . 35.00 
Os caleis, without displac ement 10.00 
Os calcis, with ectececteaingans requiring 
fraction ....... 75.00 
Other tarsal bones 25.00 
i 75.00 
Bone graft, ‘tibia 175.00 
Fibula .... 25.00 
Tibia and fibula, shaft 100.00 
Potts fracture .... 75.00 
Internal malleolus 35.00 
Patella, closed 50.00 
Patella, open .... 100.00 
Femur ... 100.00 
Bone gr aft, femur 175.00 


When skeletal traction is required, add 25% of 
the usual fee. 

For open reduction add 50% of the usual fee, 
except as otherwise specified. 

Chip fractures incomplete fractures, or frac- 
tures with no significant change in position or 
alignment, and requiring only immobilization, 
shall be charged at 50% of the usual fee, except 
as otherwise specified. 

In all cases the condition of the fracture is to 
be shown by x-ray both before and after reduc- 
tion. 

When closed reduction is unsuccessful and skel- 
etal traction or open reduction is required, the 
total charge, when all procedures are carried out 
by the same surgeon, shall be 75% of the com- 
bined fees. 

DISLOCATIONS: 


Mandible ....... th 15.00 
Spine, follow fracture fees. 

Finger .... ; 10.00 
Wrist . 25.00 
Elbow ..... co 35.00 
Shoulder, primary 40.00 
Shoulder, recurrent 10.00 
Acromioclavicular 25.00 
Stenoclavicular 25.00 


;.  ppeomane eh ei te 
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Ankle 10.00 
Knee .. ; 50.00 
Patella 25.00 
aia 75.00 


IN CAaS@ O1 stdaCcureru.siUcduida, toe iiaor fee 
will apply. 
CASTS: 


Wrist (elbow to hand) ~ wee 
Upper extremity (shoulder to hau) 10.00 
Body spica, one shoulder . 15.00 
Body spica, including both shoulders 20.00 
Ankles (knee to toes) 5.00 
Lower extremity ‘hip to toes). 10.00 

For walking iron, add : 5.00 
Unilateral spica, including hip 15.00 
Spica, including both hips 20.00 
Trunk cast ; 15.00 
Trunk cast, including neck and head 25.00 


The above fees are to be in addition to the 
actual cost of materials used, and apply to casts 
subsequent to the first. 

When supplies are furnished by the attending 
physician, see hospital schedule for fees for ma- 
terials. 


EYE SPECIALTY: 


Removal of foreign body, unembedded 3.00 
Removal of foreign body embedded in 
cornea or sclera : 3.00 
Removel of intra-ocular foreign body 100.00 
Iridectomy ... 75.00 
Excision of prolapsed iris 60.00 
Cataract extraction 150.06 
Cataract discission (needling) 35.00 
Enucleation 75.00 
Evisceration . 1.00 
Primary suture of lid wound 15.00 
Chalazion ....... : ‘i 10.00 
Operation for ectropion, traumaty 50.00 
Operation for entropion, traumatic 50.00 
Dacryocystectomy 75.00 
Pterygium .... 35.00 
Conjunctivoplasty 35.00 
NOSE, EAR AND THROAT: 
Nose: 
Removal of foreign body 5.00 
Epistaxis with electro coagulation 10.00 
Submucous resection 75.00 
Turbinectomy 50.00 
Antrotomy: 
Puncture with irrigation 10.00 
Window 50.00 
Subsequent 5.00 
Ear: 
Removal of foreign hody from external 
canal 5.00 
Primary repair of auricle involving 
cartilage 15.00 
Myringotomy 5.00 
Mastoidectomy: 
Simple 100.00 
Radical ; 150.00 
Catheterization of eustachian tube 5.00 
Bi-lateral 7.50 
Throat: 
Removal of foreign body from throat 5.00 


Removal of foreign body from nasal 

Tonsillectomy, including local anesthetic... 35.00 

Tracheotomy 75.00 

Intubation . 25.00 
ANESTHETIST: 

Either, minimum fee for one hour or less 12.00 


For each additional 15 minutes 2.50 
Gas, minimum fee for one hour or less 12.00 
For each additional 15 minutes 3.00 
Intravenous, for one hour or less.... 12.00 
For each additional 15 minutes..... 3.00 
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Spinal and rectal—Same as for intrave- 
nous 
Any general anesthetic for minor opera- 
tions, 15 minutes or less. 5.00 
Local anesthetic to be considered part of the 
operative fee. 
The period of time to be measured from the 
beginning of induction of anesthetic to recorded 
end of operation. 


SPECIAL DIAGNOSTIC AND THERAPEUTIC 
PROCEDURE 


Esophagoscopy 50.00 
Gastroscopy . 50.00 
postnatal care) 100.00 
Laryngoscopy 25.00 
Bronchoscopy 50.00 
Spinal puncture 10.00 
Spinal puncture with manometric 
determination é. 15.00 
Combined spinal puncture 20.00 
Cisternal puncture 25.00 
Cystoscopy, including catheterization: 
Without x-ray 25.00 
GYNECOLOGY: 
Hysterectomy 150.00 
Dilation and curettage 50.00 
Perineorrhaphy 100.00 
Bartholin Gland, incision 10.00 
Bartholin Gland, excision 25.09 
Conization of cervix 25.09 
OBSTETRICS: 
Normal Delivery (includes prenatal and 
postnatal care) 150.00 
Caesarean section 150.00 
CONSULTATION 12.00 
The services of a consultant shall be made 


available to a subscriber upon certification of the 
need therefor by subscriber’s participating physi- 
cian and approval by the Service. 

In the event that more than one surgical op- 
eration is performed at the same time, payment 
will be made only for the operation for which the 
largest amount is allowed in the Schedule of 
Benefits. 

For any operation or procedure not listed in 
this schedule, Blue Shield reserves the right, in 
its sole discretion, to determine the amount of 
service credit, if any, to be allowed. 

For any Surgical or Obstetrical Care for which 
no benefits are listed on the foregoing schedule. 
or in the more complete list which is available 
for inspection in the offices of Arizona Blue 
Shield, the SERVICE reserves the right in its 
sole discretion, to determine the amount of serv- 
ice credit, if any, to be allowed. 





3? 
Everybody’s 
PRESCRIPTION DRUGGISTS 
The REXALL Store 
Phone 6 & 56 
MESA + ARIZONA 


CIGARS MAGAZINES 
AND 


FOUNTAIN SERVICE 











ARIZONA MEDICINE 


91 








Strictly 
PERSONAL! 





THAT ASSURED FEELING. “THAT 
MADE-FOR-ME” LOOK, THAT TOUCH 
OF REAL SMARTNESS IN YOUR AT- 
TIRE 1S POSSIBLE ONLY IN CLOTHES, 
TAILORED EXPRESSLY FOR YOU. 
THE ACKNOWLEDGED BEST, IN TAIL- 
ORED CLOTHES ARE PRODUCED BY— 


CHAS. H. THEW 


Let us take your order for a suit that 
will be “Strictly Personal.’ 


“Let Thew Suit You" 


CHAS. H. THEW TAILORING 
216 N. Central Ave. 
PHOENIX, ARIZONA 
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Maybe we lean over backward — 


But it pays off in safer SAFTIFLASK SOLUTIONS 


Frankly, “production” says we’re overdoing it on Saftiflask 
Solutions. Testing them, that is. 

But just try and talk our testing experts into taking 
anybody’s work for granted! Not those boys. They’ve got 
to be shown!* 

And what they do to Saftiflask Solutions—could only 
happen in a biological laboratory. Fact is, our being a 
biological lab is the main reason they’re so fussy. They’re 
so grooved to being picky with Cutter serums and vaccines 
—they just can’t help “throwing the book” at Saftiflask 
Solutions, too. 

Add to such safety the convenience of Saftiflask technic 
— and even your harassed staff will take time to thank 
you! Nothing to assemble—Saftiflasks are 
ready when you plug in the injection tubing. 





But, seeing is believing. Why not call your 
Cutter representative for a demonstration? 
*And occasionally, in spite of all our pains, 


they rule out a lot which could have given your 
patients trouble. 


CUTTER LABORATORIES 


BERKELEY, CALIFORNIA * CHICAGO * NEW YORK 
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Editorials 


How Your Tax Money Is Being 
Spent 


All physicians detest polities and are loath to 
But 


as a group they rank very high in this country 





listen to any subject which pertains to it. 


in the payment of income tax as revealed by 
the U. S. Bureau of Internal Revenue. So they 
should be how this tax 


interested at least in 


money is being spent. Elsewhere in this issue 
is an address delivered by the Hon. Forest A. 
Harness, Representative in Congress from the 
Fifth Indiana District, before the National Con- 
ference of the National Physicians Committee in 
Chicago September 29, 1947. It is a well known 
fact now that the Communist Party has designa‘- 
ed the socialization of medicine as one of the 
three major objectives in the establishment of a 
world revolution program. And it is no secret 
that fellow travelers have infiltrated the Social 
Security Agency, the Childrens Bureau, the De- 
partment of Agriculture, as well as many other 
government bureaus in Washington. In the re- 
port of the Sub-committee in Publicity and Prop- 
aganda of the House Committee on Expendi 
tures of Executive liepartments there is this 
finding: ‘‘ Each year $75,000,000 is being spent 
and 45,000 federal employees are engaged full or 
Mr. Har- 


ness points out how these various federal agen- 


part time in propaganda activities. ”’ 


cies keep the government printing presses, which 
occupy 33 acres of floor space in Washington 
and employs 7,900 full time workers, busy turn- 
ing out this propaganda, 
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And every bit of material that comes out of 
these various agencies pertaining to medical care 
advocates and urges the establishment of com- 
pulsory health insurance and complete socializa- 
tion of medical care in this country. And this is 
being done in spite of the fact that Congress in- 
sists that there is a clear line of distinction be- 
tween legitimate information and information 
which tends to formulate public opinion in favor 
of controversial legislation. 

furthermore, these same federal employees ap- 
pear as witnesses before Congrssional commit- 
‘ees, and lobby to no end for their desired legis- 
lation. But according to the new anti-lobbying 
act passed recently by Congress, if vou as a pri- 
vate citizen or a representative of any organiza- 
tion wish to visit Washington to influence leg- 
islation in any way, you must register under the 
provisions of this bill and give full account of 
any money you spend, and from whence you ob- 
tained it, or you are liable to fine and impris- 
onment. 

Of further interest in this campaign for world 
revolution is a new book entitled ‘*140 Million 
Patients’’ by Mr. Carl Malmberg. Mr. Malmberg 
has been a public relations advisor and informa- 
tion specialist for the U.S. Publie Health Serv- 
And Mr. 
thas have been used by the Communists, the fel- 


ices. Malmberg uses all arguments 
low travelers, and all other proponents of com- 
pulsory health insurance and socialized medicine. 
His book is a nice indictment of the whole medi- 


cal profession of this country. 


And it is your income tax money which fi- 
nances these bureaus, pays the salaries of these 
employees, and pays for the printing of the prop- 
aganda which is being used in the attempt to 
destroy the profession you represent, and the 
highest type of medical care that exists in the 
world today. 


Announcement of Van Meter 
Prize Award 

The American Association for the Study of 
Goiter again offers the Van Meter Prize Award 
of Three Hundred Dollars and two honorable 
mentions for the best essays submitted concern- 
ing original work on problems related to the thy- 
roid gland. The Award will be made at the an- 
nual meeting of the Association which will be 


(Continued on Page 95) 
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TUCSON TUMOR INSTITUTE 


LUDWIG LINDBERG, M. D. 


An institution built up during the past ten years 
for the diagnosis and treatment of cancer and allied 
diseases. Special attention to pathological diagnosis 


of tumors and treatment with X-ray and radium. 


Now in new quarters at 


721 North 4th Ave. 


TUCSON, ARIZONA 
Telephone 367] 














PATHOLOGICAL LABORATORY 


507 Professional Building Phoenix, Arizona 


X-RAY and RADIUM THERAPY 
DIAGNOSTIC X-RAY 
CLINICAL PATHOLOGY 


W. WarRNER WATKINS, M.D., DIRECTOR 
R. LEE Foster, M.D., RADIOLOGIST 
Tuomas T. Frost, M. D. PATHOLOGIST 
Douc.as D. Garn, M.D. 


HOURS 9:00 to 5:00 
SATURDAY AFTERNOONS AND SUNDAYS EXCEPTED 
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held in Toronto, Canada, May 6th, 7th, 8th, 1948 
providing essays of sufficient merit are present- 
ed in competition. 

The competing essays may cover either clini- 
cal or research investigations ; should not exceed 
three thousand words in length; must be pre- 
sented in English; and a type-written double- 
spaced copy sent to the corresponding secretary, 
Dr. T. C. Davison, 207 Doctors Building, Atlanta 
3, Georgia not later than February Ist, 1948. 
The committee, who will review thie manuscripts, 
is composed of men well qualified to judge the 
merits of the competing essays. 

A place will be reserved on the program of 
the annual meeting for presentation of the Prize 
Award Essay by the author if it is possible for 
him to attend. The essay will be published in 
the annual Proceedings of the Association. 
This will not prevent its further publication, 
however, in any Journal selected by the author. 

Respectfully submitted, 
T. C. DAVISON, 
Corresponding Necretary, 
Amer. Asso. for the Study of Goiter. 





THE PATIENT IS GRAVELY ILL! Some- 
thing must be done to strengthen the right arm. 
The patient referred to is medical service, and 
Medi- 


cal Schools and Colleges are crowded with young 


the right arm is the nursing profession. 


men and women preparing themselves to be 
But 
what about the rapidly dwindling numbers of 


physicians and surgeons. That is good! 
young men and women who are selecting the 
important career of nursing? 

This problem should be one of particular in- 
terest to the medical profession. The high plane 
of medical care which prevails in these United 
states would not be possible without efficient 
nursing care. The relative scarcity of graduate 
nurses available for service to patients in homes 
and in private hospitals has already reached a 
danger point in many communities. Schools for 
nurses in general are having more or less diffi- 
culty in filling their classes with applicants. 

The history of nursing has been a glorious 
ome in 
names such as Florence Nightingale and Clara 


peace, in war, and in disaster. Great 
Barton, illuminate the pages of that history. It 
is our duty as physicians to aid in every way we 
can to preserve the continuity of that record. 


Organized medical societies and the Woman’s 


ARIZONA 
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Auxiliary can lend their support to well-con- 
ceived plans for improvement in general ‘and spe- 
cific conditions for student and graduate nurses. 
We must encourage our young people to enter 
the nursing profession, and should continue to 
once they have entered their 


support them 


career. In most instances good nursing schools 
of today offer a pleasant atmosphere, adequate 
recreation, and time for outside interests while 
learning a profession. The training given devel- 
ops character, especially in tolerance, self con- 
trol, self discipline, initiative, poise, compassion, 
and the ability to get along with people. Good 
nurses are indispensable to good medicine. 
Theirs is a great heritage. 

The radio networks are emphasizing the need 
for nurses daily. Let us as a profession get solid- 


lv behind this problem! 


Baruch Proposes 15-Point Pro- 
gram to Improve Nation’s 
Health 


Addressing approximately 600 physicians and 
hospital administrators attending a dinner cele- 
brating the progress of Associated Hospital Serv- 
ice—New York's Blue Cross Plan and its affili- 
ate, United Medical Service, at the Hotel Bilt- 
more, New York City, November 19, Bernard M. 
Baruch called on the medical profession to as- 
sume leadership in providing better health for 
the people of America, outlining a 15 point pro- 
gram for improving medical and hospital serv- 
ices with provisions for government-financed 
protection for needy individuals. 

Sponsors of the dinner were the Medical Soei- 
ety of the State of New York, the Coordinating 
Council of the Five County Medical Societies 
of Greater New York, and the Greater New York 
Hospital Association. Mr. Baruch’s speech was 
broadcast over Station WCBS. 

Congratula‘ory messages on the progress of 
the health plans were received from Governor 
Thomas E. Dewey and other notables, inelud- 
ing aspirants for the presidential nomination. 
The Dr. William B. 


Rawls, of the Coordinating Council of the Five 


messages were read by 
County Medical Societies, who aeted as chair 
man. Among those who sent congratulations 
were former Governor Harold E. Stassen, Uni:- 
ed States Senators Arthur H. Vanderberg, Jos- 
eph I. Ball, and Irving M. Ives; Secretary of 


(Continued on Page 97) 
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. . . to keep always in 
mind our original purpose 
—to produce milk that 
meets, first of all, the 
health needs of tiny chil- 
dren. By so doing, to offer 
to people of all ages milk 
that fulfills these highest 
standards of wholesome- 
ness, richness and purity, 


“To maintain Borden 
leadership in scientific 
and sanitary requirements, 
to deliver this vital food 
to you when you necd it, 
regardless of difficulties. 
Finally, to bring Borden's 
to you at a price that will 
enable millions to enjoy 
milk that can be depended 
upon ... always.” 


1858-19 48F 
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Labor Lewis B. Schwellenbach, Surgeon General 

Thomas Parran, the Reverend Dr. Harry Emer- 

son Fosdick, and Alfred P. Sloan, Jr. 

Pointing out that many doctors have been 
fighting a ‘‘rear guard action’’ in providing 
medical care for all classes of the people, Mr. 
Baruch urged that the medical profession accede 
to the public demand for more and better medi- 
cal services. He also stressed the need for coop- 
eration with the government in obtaining gov- 
ernment aid where necessary. 

Among the steps he specifically advocated 
were a survey to modernize medical education 
with greater emphasis on chronic and degenera- 
tive diseases, mental hygiene, and preventive 
medicine; fewer specialists and more general 
practiitoners; the of medical 
practice with emphasis on group medicine and 
for 


reorganization 


voluntary insurance; a new cabinet post 
health, education, and social security; and the 
creation of a non-political watchdog committee to 
safeguard progress in medical care for veterans. 

Referring to the need for government aid 
in raising medical educational standards, Mr. 
3aruch said: ‘If science and medicine ask the 
Government for aid, which even the conserva- 
tive deems necessary, they must expect he who 
pays the fiddler will call the tune. This means 
the government will rightly insist on no diserim- 
ination in medical care because of race, color, 
or creed. It will rightly insist upon opportunity 
for all to enter the profession and advance on 
the sole basis of ability and character, without 
And, 


the 


restrictions of race, color, creed, or sex. 
I hope, without fear of, favor 
State.’ 

Mr. Baruch congratulated the physicians on 
their part in proving voluntary health insurance 
to be ‘‘a sound practical way’? of financing 
health services. Although, he said, they might in 
time serve the needs of the bulk of the people, 
‘*that sizeable 


or from, 


he nevertheless voiced concern for 
segment of society which does not earn enough 
to pay for voluntary insurance.”’ 

To provide for this group he recommended a 
program partially financed by the government. 
to be administered by a body of doctors and non- 
doctors to keep medical care as free from polities 
as possible. He suggested a form of health in- 
surance with adequate safeguards for those who 


eannot pay for voluntary insurance. This can 
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be achieved, he said, without involving ** what 
has been termed ‘socialized medicine.’ 

‘The needs can be met, as in other fields, 
without the government taking over medicine, 
something I would fiercely oppose,’ he said. 

Mr. Baruch paid tribute to General Omar 
Bradley and General Paul Hawley for their 
conduct of the Veterans Administration health 
program and urged the medical profession to 
‘*preserve the ground so arduously gained.” 
Reprinted from New York Medicine. 


The Executive Secretary 
The Council in session on November 23 elect- 
ed Mr. Alan Jackson of Wayne, Michigan to the 


position of Executive Secretary tor the associa- 





tion. Mr. Jackson was present for an interview 
at that time and accepted the appointment to 
assume the duties of the office on December 15. 
Mr. Jackson, while not an Arizona resident, is 
a graduate of the University of Arizona, class 
of 1940, and received his Master’s Degree in so- 
cial the Western Reserve 
University at Cleveland. He is a veteran of 
World War II, serving three years with the U. 
S. Navy in the Pacific Theatre of War. Sine 
discharge from the service Mr. Jackson has been 
employed at Wayne, Michigan in activities allied 
with the medical profession in social aspects. The 


administration from 


(Continued on Page 99) 
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KNOW... : 
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° ° ° \ 
About a Federal Savings and Loan Association a 
* 
Federal Savings and Loan Associations are chartered and supervised by the United States - 
Government. Each Association is a separate locally-owned, locally-managed institution, and 
its accounts are insured by the Federal Savings and Loan Insurance Corporation of Washing- 
ton, D. C., an instrumentality of the United States Government. 
Two types of accounts are offered—-savings accounts on which dividends are credited twice 
yearly on June 30 and December 31, and investment accounts on which dividends are paid ” 
by check at the same dividend dates. Dividend rates are identical on the two types. R 
Dividends are declared in June and December arid are based on the earnings of the As- a 
sociation. Our current rate is 2% per annum. We always pay the highest rate commensurate S 
with safety and good business practice. by 
Funds placed here on or before the tenth of any month earn dividends as of the first of A 
that month, a factor which makes it profitable for you to add to your account constantly. 
The Association may make loans only on the security of first mortgages on improved real th 
estate, mostly homes, which represents the highest type of security—and on United States tr 
Government bonds. " 
You are cordially invited to come in and see us, telephone us or drop us a line, in the “ 
event that you have any further questions. Accounts may be opened by mail. : 
a 
, ° of 
2% is our current rate on all accounts de 
el 
* th 
th 
th 
FIRST FEDERAL SAVINGS | | : 
H. 
Se 
and Loan Association of Phoenix " 
Ve 
30 West Adams Phoenix, Arizona Tel. 2-3434 fo 
‘ 
Joseph G. Rice, President ™ 
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association feels it has secured an able young ex- 
ecutive to carry on its heavy program of public 
and professional activities. 

The employment of Mr. 
sion of the central office, making it possible to 


Jackson is an expan- 


carry the work of the association direct to the 
county societies and to the various public agen- 
cies with which the work of the association is 
allied. 

Members and friends of the association are in- 
vited and urged to drop into the association of- 
fices at 642 Security Building, 
Mr. Jackson and talk with him on 
mutual interest. 


Phoenix, to meet 
matters of 





NEWS NOTES 





NEWS RELEASE 
RE: RESIDENCY TRAINING PROGRAM 
Dr. Harold W. Sterling, Manager of the Vet- 
Administration Hospital, North Little 
announces that the first Resi- 
in the 


erans 
Rock, 
dency 
State 
by the 
American Board of 
The American Medical Association has approved 


Arkansas, 
Training 
of Arkansas has been formally approved 
Medical 
Psychiatry 


Program in Psychiatry 


American Association and the 


and Neurology. 


this hospital for 15 residents for a three-year 
training period, and this action marks another 
step in the advancement of medical education by 
the Veterans Administration and in this state. 
This approval was gained with the close cooper- 
ation of Dean H. Clay Chenault of the University 
Arkansas School of Medicine, 
dency Training Program will be conducted 
Medical School, utilizing 
the vast and varied clinical material available in 
the School of Medicine’s out-patient clinic and 
Hospital. In addition to prac- 


and this Resi- 


close liaison with the 


the University 
tical experience in Child Guidance and Mental 
Hygiene Clinics at the University of Arkansas 
School of Medicine, 
perience in the Mental Hygiene Clinie of the 


Residents will also obtain ex- 
Veterans Administration. Limited opportunities 


for personal psychoanalysis are available to 
the residents. 

Residents will be accepted for training on July 
1 and January 1 of each vear with an annual 
stipend of $3,300 for physicians who served as 


(Continued on Page 101) 
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LAIRD & DINES 
The REXALL 
Reliable Prescription Service 


Mill Ave. & 
Arizona 


Store 


Tempe 422 5th 


Tempe, 








EDWARD L. JACHOWSKI PHONE 4-7049 


OWNER & MANAGER 


PHOENIX LIMB SHOP 
SPECIALISTS IN ARTIFICIAL LIMBS 
LADY ATTENDANT 
1016 East MCDOWELL 
PHOENIX, ARIZONA 


SERVICE MANUFACTURE REPAIR 











l 


No fuss, no red tape, 
no delays - - - these 
are some reasons why 
more physicians and 
surgeons are turning 
every day to our Pro- 
fessional Loan Service 


for their patients. 
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LOIS GRUNOW MEMORIAL CLINIC 


McDOWELL AT TENTH STREET . . PHOENIX, ARIZONA 
GENERAL SURGERY INTERNAL MEDICINE 
H. G. Williams, M.D., F.A.C.S. Hilton J. McKeown, M. D., F.A.C.P. 
James M. Ovens, M. D., F.A.C.S. Leslie B. Smith, M. D. 
Wm. F. Schroeder, III, M. D. C. Selby Mills, M. D. 


S. K. Conner, M. D. 
ORTHOPEDIC SURGERY 


James Lytton-Smith, M. D., F.A.C.S. DISEASES OF CHILDREN 
Ronald S. Haines, M. D., F.A.C.S. William F. Schoffman, M. D. 
John D. Ricker, M. D. S. H. Shembab, M. D. 
a Sree, Om OBSTETRICS AND GYNECOLOGY 
UROLOGY C. B. Warrenburg, M. D. 
M. L. Day, M. D, F.A.C.S. Arthur C. Stevenson, M. D. 
he Se A.D. DENTISTRY AND ORTHODONTIA 
OPHTHALMOLOGY, Norton J. Wood, D.D.S. 
OTOLARYNGOLOGY Wm. J. Johnson, D.D.S. 
D. E. Brinkerhoff, M. D., F.A.C.S. ANESTHESIOLOGY 
O. W. Thoeny, M. D., F.A.C.S. Paul S. Causey, M. D. 
DERMATOLOGY NEUROSURGERY 
George K. Rogers, M. D. John A. Eisenbeiss, M. D. 
LABORATORIES 
Director, Thomas A. Hartgraves, M. D., F.A.C.R. 
RADIOLOGY CLINICAL PATHOLOGY 
Audrey Wilson, M. D. Hugh Wilson, M. D. 


DEPARTMENT OF MEDICAL RESEARCH 
Carlos A. Tanturi, M. D. 
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(Continued from Page 99) 
Medical Officers during World War Il and an 
eS 


annual stipend of $900 to $1,800, plus subsist- St. Monica's Hospital 
ence, for others pear 
This Training Program is directed by an Ed- Health Center 
ucational Committee composed of the following: : 
1200 S. 5th Ave. Phoenix, Arizona 
Dr. Harold W. Sterling, Manager, VA_ Llos- ‘ 


pital, North Little Rock, Arkansas, Chairman. 

Dr. Il. Clay Chenault, Vice-President for the 
University of Arkansas, School of Medicine, 
Member. 





Now Accepting Tubercular Patients 
in Its Contagious Wing 








liv. Crawford N. Baganz, Director of Profes- 





sional Education, VA Hospital, North Little 
Rock, Arkansas, Member. 


Dr. B. B. Wells, Dean, University of Arkansas |) Serving Arizona Since 1867 | 


School of Medicine, Little Roek, Arkansas, 


Member. 





Dr. Rudolf N. Bollmeier, Consultant in Psyehi- MARTI 
atry, VA Hospital, North Little Rock, Arkan- 


ARITONA'S OWN DRUG STOEES 





sas, Member. 

Dr. E. F. Gildea, Professor of Neuro-Psyechi- 
atry, Washington University School of Medicine, 
St. Louis, Mo., E.r-Officio Member. ; ———— 


Tucson 








Casa Grande 








ANNOUNCEMENT 


STANDARD SURGICAL AND HOSPITAL SUPPLY CO. 
Will hereafter be known as 


STANDARD SURGICAL SUPPLY CO., INC. 


710 North First Street 
NELSON S. PRAIGG W. B. ROBINSON 
General Manager Sales Manager 


SALES 
George Smith, Hal Russell, Fred Bornstein, Tony Lauer and Tony Krivz 


OFFICE 
Inez Schwab, Edna Penn and Kay Kutis 


SHIPPING 
John Newell, LeRoy Lanuti, and Bill Ehrman 


L. B. STALLCUP, President 
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The Reason... 
... for Sneezing 


Among Your P.S. P.’s’ 


In January and February your “Pollen Sensitive Patients will, in all 
probability, be affected by the major factors listed. 


Below Above 
4,000 Feet Elevation 4,000 Feet Elevation 
January ............Cottonwood..................................Mountain Cedar 
Rane en ee The Junipers 
Arizona Ash 


Pre-seasonal treatment for spring and summer allergies should be 
commenced now. 


DIAGNOSTICS . . . Furnished Upon Request 


TREATMENT SETS (Parenteral) 


3-vial three dilution sets, personalized to meet your 
I TO a a dacciiaticndenendittl $10.00 


TREATMENT SETS (Oral) 


3-vial three dilution sets for oral administration pre- 
pared in accordance with your diagnostic findings 
(especially suitable for children and in those cases 
where distance or occupation make frequent visits to 
the physician’s office difficult) —...............................$10.00 


An allergy service based on close acquaintance and experience with the botany of the area 
of your practice. 


4 


Allergy Kesearch Laboratories, Inc. 


Phoenix, Arizona U. S. Biological License No. 151 
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The Southwestern Meeting 


The Southwestern Medical 
ing held in Phoenix November 6, 7, and 8, 1947 


Association meet- 


received most favorable comment from those 


who attended the convention. 
it was outstanding. The attendance was the lare- 


In many respec's 


est recorded at any previous meeting. The guest 
speakers were authori:ies m their respective 
fields and discussed topies which were carefully 
selected for their largest appeal in interest and 
timeliness. 

listeners Dr. H. L. Boekus 


note of conservatism on va- 


To most of his 
sounded the first 
gotomy. He emphasized that judgment on the 
value of that operation be withheld until time 
has permitted proper evaluation, and that 
enough vagotomies have been done thus far to 
vield ample cases for study. In his other talks 
Dr. Bockus reviewed ihe present knowledge in 
the diagnosis of pancreatitis and carcinoma of 
the colon. Dr. Ferguson participated in present- 
ing the surgical aspects of pancreatitis and col- 
onie malignancy. |r. 
many everyday problems of neurology in a con- 


ernard J. Alpers brought 


cise, practical manner. Dr. Ignacio Chavez pre- 
sented considerable original work done at the 
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Cardiologic Institute in Mexico City. Dr. Max 
M. Strumia summarized a tremendous Volume of 
information on the most recent developments in 
clinical pathology. Dr. Emil Gogen brought te 
the meeting the most recent thoughts on strep- 
tomycin. The opththalmologists had three days 
of intensive postgraduate work from Dr. Ed- 
mund B. Spaeth. 

Some thought may be given to the success of 
future meetings. While 
volved in attracting the most competent and 


many factors are in- 
desirable speakers, it is believed that increased 
attendance will aid in maintaining the quality 
of the programs. The panel discussion feature 
and question and answer periods are becoming 
increasingly popular at the regional meeting. 
might substitute these for 


Future programs 


some of the formal or didactic presentations 


with benefit. 
Medical & Dental 
Finance Bureau 


EORGE RICHARDSON, Pri 
107 Professional Bidg. Phone 4-468% Phoenix, Ariz. 
An Ethical Financial Service for Your Patients @ Founded 1936 
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Specialists In 


PROFESSIONAL LINEN SERVICE 
Telephone 2-2280 




















104 


—_ 


~~ 


10 


000 ALM. 


A 


r) 


LOIS GRUNOW MEMORIAL CLINIC 
LECTURE SERIES 
THURSDAY, FEBRUARY 19, 1948 


liv. T. A. Hartgraves, Chairman 


00 P.M. ** Differential Diagnosis of loot 


Pain’”’ 


Dr. William H. Bickel 


40 P.M. ‘Treatment of Diarrhea in Infants 
with Streptomycin and Oral 
Amigen’’— 

Dr. Elvira Goettsch 

220 P.M. ** lifferential Diagnosis and Treat- 
ment of Adult Tumors of the Kid- 
ney and Ureter’’- 

Dr. Vincent J. O’Conor 
INTERMISSION 

00 P.M. - 9:10 P.M. 

10 P.M. *‘Careinoma of the Colon and Ree- 
tum’ 

Dr. Henry G. Williams 

0 P.M. **Renal and Nonrenal (Extrarenal ) 
Uremias*”’ 

Dr. Francis D. Murphy 

30 P.M. ‘‘Roentgenologic Aspects of Gastro- 
Intestinal Disease’’ 

Dr. Lester W. Paul 
FRIDAY, FEBRUARY 19, 1948 
Dr. Leshe B. Smith, Chairman 

30 A.M. ‘*Certain Conditions Which Inter- 
fere with Growth. See. I. Certain 
Congenital Anomalies of the Gen- 
ito-Urinary and Intestinal Tracts’’ 

Dr. Elvira Goettseh 
10 A.M. ‘‘Ophthalmie Plastie Procedures” 


Dr. Oscar W. Thoeny 


20 ALM. - 11:00 


INTERMISSION 
**Conservative Surgical Treatment 
of Ilydronephrosis and Nephrop- 
tosis”” 


Dr. Vincent J. O’Conor 


40 A.M. ‘* Backache’’ 


lir. William U. Bickel 
Dr. Merriwether L. Day, Chairman 


(00 P.M. ‘‘ Intracerebral Calcification” 


Dr. John A. 
P.M. ‘‘iypertensive Heart 
Their Management’”’ 


Eisenbeiss 


Disease and 


Dr. Francis D. Murphy 


20 P.M. - 3:30 P.M. 
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cAnnouncing! 


Fast - Free 
DELIVERY SERVICE, FOR 
YOUR PRESCRIPTIONS 


PARTIN’S ENCANTO PHARMACY 
1501 West Thomas Road 
Phones: 5-1425 - 5-543] 








FELSHER 
PRESCRIPTION LABORATORY 


Diabetic, Surgical and Sick Room Supplies 


650 N. First Ave., corner McKinley 


Prompt Delivery Personal Attention 
24 Hour Telephone Service 


Phone 3-2070 Wm. M. Felsher, R. Ph. 











=~" 






Cc 
Human Biologicals PROMPT 
u 
MAIL 
a 
Blood Fractions ORDER 
Oo 
Hospital 1. V: SERVICE 
Solutions 










° ell 


PRESCRIPTION PHARMACISTS 


PHOENIX 
GLOBE MIAMI SUPERIOR 
CASA GRANDE WICKENBURG 


RYAN-FYANS 
DRUG STORES 


10th St. & McDowe'l 
1536 W. Van Buren 


3rd Ave. & Roosevelt 
16th St. & Thomas Rd. 
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INTERMISSION 
3:30 P.M. **The Management of Diseases of the 
Thyroid, Including Some of Their 
Newer Developments’’— 
Dr. Frank H. Lahey 
4:10 P.M. ** Diagnostie X-rays’’- 
Dr. Lester Paul 


SATURDAY, FEBRUARY 21, 1948 
Dr. David E. Brinkerhoff, Chairman 
10:00 A.M. ** Acute 
Their Diagnosis and Treatment”’ 
Dr. Francis D. Murphy 
10:40 A.M. ‘*Small Bowel Tumors”’ 
Dr. Hugh Wilson 
11:20 A.M. - 11:30 A.M. 


Disorders of the Heart: 


INTERMISSION 


11:30 A.M. *‘ Roentgen Examination in Chronic 
Joint Disease’’— 
Dr. Lester W. Paul 
liv. William F. Schoffman, Chairman 
2:00 P.M. ‘‘Certain Conditions Which Inter- 
fere with Growth: Section IT. Ree- 
ognition and Treatment of Neuro- 
logic and Deficiency States’’ 
Dr. Elvira Goettsech 
.240 P.M. *‘Bone and Root Resorption’’- 
Dr. Norton J. Wood 
3:20 P.M. - 3:30 P.M. 


INTERMISSION 
3:30 P.M. ‘‘Treatment of 
I ractures’’— 
Dr. William H. Bickel 
4:10 P.M. **Modern Attitude. of Treatment of 
Carcinoma of Prostate Gland’ ’- 
Dr. Vineent J. O’°Conor 


Complications — of 








PARTIN’S ENCANTO PHARMACY 


FOR RELIABLE PRESCRIPTION SERVICE, 
PHONE US 


5-1425 
5-5431 
(Open every day of the week) 
s 


1501 W. Thomas Rd 
Phoenix, Ariz 
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MOUNTAIN SPRING 
P}) WATER... 
FIRST IN 


© PURITY 
© FRESHNESS 
© TASTE 





Do you have patients whose ailments pro- 
hibit them from drinking tap water? 
You can recommend fresh, naturally pure 
Mountain Spring Water with complete 
safety! Here is a crystal-clear, thirst- 
quenching water that has been approved 
by city and state health authorities for 
its high standard of purity for more than 
20 years. A chemical analysis will be 
mailed without obligation upon request. 


PURE-TEST MINERAL-FREE WATER 
ALSO AVAILABLE 


MOUNTAIN SPRING WATER CO. 
1806 W. Spruce Phone 3-4323 


‘3 Blocks South of 6 Points) 


Serving Phoenix and the Valley for over 25 years ——— 








Standard Insurance 
Agency 
EDWARD H. BRINGHURST, Pres. 
, 
We Specialize in Writing 


Malpractice or 
Professional Liability Insurance 


We also handle all lines of 
Fire and Casualty Insurance 


35 West Jefferson St. 
Phone 4-1135 
PHOENIX, ARIZONA 
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eANNUAL MEETING 


ARIZONA STATE MEDICAL ASSOCIATION 


Meeting Places .... = MAY 19-21 (inclusive) 1948 
PHOENIX, ARIZONA 


SHRINE AUDITORIUM .. . 
Registration 
Scientific and Business Sessions 
Hall of Exhibits 


HOTEL WESTWARD HO. . 
Headquarters. Entertainment Features. 
**Presidents’ Dinner-Dance,”* honoring presi- 
dents of the Association and the Auxiliary. 


Scientific Sessions ... . 
Speakers for the Scientific Sessions will in- 
clude Guest Speakers of national prominence in 
their respective fields, and local authors on the 


local aspects of medicine and surgery. 


Guest Speakers .... 

JEROME W. CONN, M. D.—<Associate Pro- 
fessor of Medicine, University of Michigan 
College of Medicine. 

J. DEWEY BISGARD, M. D.—Professor of 
Surgery, University of Nebraska College of 
Medicine. 

SPEAKER ON ORTHOPEDIC SURGERY. 
To be selected and announced in a later is- 
sue of the Journal. The National Founda- 
tion of Infantile Paralysis, Ine. is supply- 
ing this speaker. 

Each guest will present two and _ possibly 

three, papers during the session. Their subjects 
will be announced in the March issue of the 


Journal. 


Local Speakers. .. . 
The following county societies will supply the 
local papers for the scientific sessions : Coconino, 
Gila, Greenlee, Maricopa, Mohave, Navajo, Pima. 
Pinal, and Santa Cruz. The program of speak- 
ers will soon be completed and will be published 


with the full program in March. 
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“Therapeutic efforts toward the relief of constipation 

in patients with an irritable bowel syndrome 
IRRITABLE must be continued over prolonged periods of time. 

BOWEL Cathartics which exert their action by direct 
irrigation of the intestinal mucosa have 
SYNDROME no place in long-term bowel management. . . . 

The most satisfactory results were 

obtained with a hydrophilic mucilloid [Metamucil] 

prepared from psyllium seed. .. .”’* 


METAMUCIL 


When prolonged treatment is indicated, Metamucil— 
the “‘smoothage’” management of constipation 
fits well into the program. 
Smooth, gentle, normal evacuation—the desired action in 
the irritable bowel syndrome—is afforded by 
the use of Metamucil. 





* stein 


Metamucil is the highly refined mucilloid of Plantago ovata (50* Oo), a seed 
of the psyllium group, combined with dextrose (50%) 

as a dispersing agent. Metamucil is the registered trademark of 

G. D. Searle & Co., Chicago 80, Llinois. 


*Dolkart, R. E.; Dentler, M., and Barrow, L. L.: The Effect of 


Various Types of Therapy in the Management of the Irritable Bowel 
Syndrome, Illinois M. J. 90:287 (Nov ) 1946 
: RESEARCH 


SEARLE IN THE SERVICE 


OF MEDICINE 
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Women’s Auxiliary 





WOMAN'S AUXILIARY TO THE ARIZONA 
STATE MEDICAL ASSOCIATION 


DIRECTORY 


NATIONAL BOARD OF DIRECTORS 
1947 - 1948 


Mrs. Eustace A. Allen 
18 Collier Road, N. W., Atlanta, Ga. 
President-Elect Mrs. Luther Kice 
£5 Brook St., Garden City, Long Island, N. Y. 
Mrs. Arthur Herold 
1166 Louisiana Ave., Shreeveport, La. 
Constitutional Secretary Mrs. George Turner 
3003 Silver Street, El Paso, Texas 
Ist Vice-Presider.t Mrs. David Allman 
104 St. Charles Place, Atlantic City, N. J. 
2rd Vice-President Mrs. Leo J. Schaefer 
700 Highland, Sal:na, Kansas 
3rd Vice-President Mrs. Arthur E. Underwood 
3725 Wuana Vista Dr., Vancouver, Wash 


President 


Treasurer 


DIRECTORS—-ONE YEAR 


Mrs. Jesse Hamer Phoenix, Arizona 
1819 North llth Avenue 
Mrs. James P. Simonds 

234 East Pearson Street 
Mrs. J. L. Stevens 

67 North Mulberry Street 


Long Beach 7, Calif 


Chicago, Illinois 
Mansfield, Ohio 


Mrs. Ralph Eusden 
4360 Myrtle Avenue 


DIRECTORS—TWO YEARS 


Mrs. I. J. Bridenstine Missoula, Mort 
Box 1475 
Charleston 1, W. Va 


1592 Quarrier Street 


Mrs. U. G. McClure 


Mrs. David Long Harrisonville, Mo 


ADVISORY COUNCIL 


President Dr. Edward Leroy Bortz 
Philadelphia, Penna. 


Sec'y-General Manager Dr. George Lull 
535 North Dearborn Street, Chicago 10, Ill 


ARIZONA STATE BOARD OF DIRECTORS 


Presider.t Mrs. Harry T. Southworth 
Country Club, Prescott 

President-Elect Mrs. Thomas H. Bate 
305 W. Cypress, Phoenix 

lst Vice-President Mrs. Melvin L. Kent 


454 E. ist Ave., Mesa 


2nd Vice-President Mrs. Hugh C. Thompson 
135 S. Palomar Drive, Tucson 


Recording Secretary Vacancy 
Corresponding Secretary Mrs. Alvin Kirmse 
Ft. Whipple, Arizona 
Treasurer Mrs. Karl S. Harris 


16 E. Catalina Ave., Phoenix 


Directors: Mrs. Paul H. Case, Rt. 2, Box 216 C, Phoenix; Mrs. 
Hervey S. Faris, 155 S. Palomar Dr., Tucson; Mrs. 
James H_ Allen, 829 Crest Ave., Prescott. 


COMMITTEE CHAIRMEN 
Health Mrs. I. E. Harris, Miami 


National Board Mrs. Jesse D. Hamer, Phoenix 
1819 N. Eleventh Ave. 


Publicity Mrs. Louis G. Jekel, Phoenix 
Rt. 2, Box 216D 

Bulletin Mrs. Carlos C. Craig, Phoenix 
727 Encanto Drive 

Hygeia Mrs. Howard D. Cogswell 

2427 E. Eighth,-Tucson 
Legislative Mrs. Wm. F. Schoffman 
36 N. Country Club Drive, Phoenix 
Historian Mrs. George B. Irvine, Tempe 


January, 1948 


Public Relations Mrs. W. Roy Hewitt, Tucson 
15 Calle Corte 


Post War Planning Mrs. Henry A. Hough 


225 Yavapai Dr., Prescott 


Advisory Council Council of Arizona Medical Association 


COUNTY AUXILIARY PRESIDENTS 


GILA Mrs. Clarence Gunter, Globe 
MARICOPA Mrs. Joseph Bank 
2210 N. Ninth Ave., Phoenix 
PIMA 3 Mrs. C. E. Starns 
1616 E. Sixth, Tucson 
YAVAPAI Mrs. E. B. Jolley, Jerome 





ORTHOPEDIC APPLIANCES 
BRACES, LIMBS, BELTS. TRUSSES 
ARCH SUPPORTS & REPAIRING 


CAMP - SURGICAL - SUPPORTS 


TUCSON BRACE SHOP 


847 SOUTH SIXTH AVE. 
BY PRESCRIPTION ONLY 


KARL J. KEAN PHONE 5929 








HALA OWEN NURSING HOMES 


Orange Road Sanatarium 
1, Box 1028 — Tel. 5-0257 


Rose Lane Farm 
Rt. 2, Box 317 — Tel. 5-2417 


Limited to Neuropsychiatric Patients 
Custodia’s Accepted 








Beverly Burke 


PRESCRIPTIONS 


Van Buren at Fourth Street Phoenix 








MacAlpine Drug Co. 
R Zhe Rexall Store p 


This label is your guarantee of accurate 
prescription compounding 


PHONE 4-2606 


Phoenix, Arizona 


FREE DELIVERY 
2303 No. 7th St. 
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LOVELACE FOUNDATION FOR MEDICAL 
EDUCATION AND RESEARCH 

Albuquerque, N. M. Establishment in Albu- 
querque of a million-dollar philanthropic foun- 
dation for the advancement of medical science, 
similar to the famed Mayo Clinic of Rochester, 
Minn., was announced today by Dr. William R. 
Lovelace, founder of Lovelace Clinic here and 
consulting surgeon for the Atchison, Topeka & 
Santa Fe Hospital. 

Known as the Lovelace Foundation for Medi- 
cal Education and Research, the organization 
will have as assets the entire $1,000,000 property 
of Lovelace Clinic, a group of practicing physi- 
cians well known in the Southwest. Floyd B. Od- 
lum, president of the Atlas Corp. of New York, 
is chairman of the board of trustees. 

Operating at the outset from earnings of the 
doctors in excess of operating expenses, the Foun- 
dation eventually expects to construct a new 
building in Albuquerque to house the Clinic’s 
expanded activities. With a staff of 22 doctors 
and more than 20,000 patients a year, the Clinie 
is the largest in New Mexico and one of the larg- 
est in the Southwest. It will function as a volun- 
tary association of salaried physicians under a 
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board of governors and will own no property. 
A basic function of the Foundation will be 
fellowship awards enabling young doctors to take 
post-graduate training at the Clinie for recogni- 
tion as qualified specialists. It is hoped to con 
duct this training through affiliation with an 


approved medical school. 


On Monday, September first, Miss Helen E. 
Watkins took up her duties as Executive Secre- 
tary of the Arizona Anti-Tuberculosis Associa- 
tion, succeeding T. C. Cuvellier, who is retiring 
after twenty-seven years of service to the Associ- 
Mr. Cuvellier will remain in Phoenix for 
assisting Miss Watkins in 


ation. 
the rest of the vear 
her new work, 

Miss Watkins, a graduate of Cornell Univer- 
sity, comes to Arizona from her native state of 
New York, where for more than twenty years 
she has worked with Local Tuberculosis Assoei- 
ations in New York and State Tuberculosis As- 
sociations in various capacities. Most recently 
she has been Director of Recruiting, Training 
and Placement of Personnel for the New York 
State Public 
Health of the State Charities Aid Association. 


Committee on Tuberculosis and 





OUR K DEPT. 


Designed To Serve 
Both Doctor and Patient 
Accurately - Ethically 
And as Promptly as 
Correctness Will Permit 





moe 














Serving 
All West Phoenix 


McNATT“DRUGS 


2829 West Van Buren St. 
Phone 3-8411 


Delivery Service 
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Challenged by the many problems which cause OPHTHALMOLOGY 


Arizona to have such a high tuberculosis death September 6 through 10 


rate—123.1 as against 30.8 in New York State GENERAL MEDICINE—Evening lectures, 
Miss Watkins accepted the invitation of the Ari- 2 hours every Monday, 12 weeks 

zona Anti-Tuberculosis Association to become September through December to be announced 
its Executive Secretary, the fourth since the As- PSYCHIATRY AN:) NweUROLOWGY 

Full time course, 12 weeks 


sociation was founded in October, 1917. The 
September through December 1o be announced 


rapid growth of the State of Arizona makes an 
expanding program of health protection and Fees for these courses will be announced in the 
service for our citizens of utmost importance. detailed programs which will be sent upon re- 
The close cooperation of the State and County quest to 
Health Departments and the Tuberculosis As- STACY R. METTIER, M. 13. 
sociation on such a program should assure a pro- Head of Postgraduate Instruction 
gressively better health status for all. Medical Extension 
Univ. of California Medical Center 
San Francisco 22, California. 


PRELIMINARY ANNOUNCEMENT OF 
POSTGRADUATE COURSES FOR All the courses listed above are available to 
QUALIFIED PITYSICIANS veterans under the provisions of the G. I. Bill of 
Rights, upon presentation of Letter of Eligibil- 
At Medical Center, University of California ity & Entitlement. 
San Francisco To be announced: A five-day 


? ; — : , COURSE IN DISEASES OF THE CILEST 
By Faculty of Medical School, University of . , eee = 
ER ; ye ; American College of Chest Physicians 
California under Auspices of University . 
Extension (Medical Extension) Univer- 
sity of California Technical Information Office 
- Washington, D. C. 
— ARMY BOCTORS AND DENTISTS TO GET 
ORTHOPEDIC SURGERY 4100 A MONTH 


February 9 through 13 


’ : Major General Raymond W. Bliss, Surgeon 
HEMATOLOGY AND BLOO!: DISORDERS Joes 
General of the Army, announced recently that 


February 16 through 20 es ah 
effective September 1 an additional $100 a 


: escgeioeenlligmees a sostemecn month will be paid toa egular Army Medica 
i aaa AND GENERAI ll be paid ll Regular Army Medical 
ieaiats 1 Seine 25 and Dental Corps officers as well as other offi- 
CTYOLOGICAL DIAGNOSIS OF CANCER 
BY SMEAR TECIINIQUE ‘ - 
June 21 through July 2 General Bliss emphasized that this addition 
PEDIATRICS 
June 28 through July 2 


cers serving voluntarily on extended active duty 


in these Corps. 


to the incomes of medical and dental officers is 
regarded by the War Department ‘*no: as a pay 





Eastern M.D., F.A.C.S. and Diplomate American Board 


Surgery, who has Arizona license, seeks open'nj, preferably in Phoenix 
Sober, industrious, of superior ability. Prefers association with a group or busy 
surgeon, or will buy an interest or purchase practice of retiring general 
practitioner or surgeon if good surgical opportunity is assured. Will as- 
sociate with a group of general men or mixed group or co-operate in es- 
tablishing group. Contact Irving P. Favor, Rt. 6, Box 1150-F, Phoenix. 


Tel. 5-4906. 
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increase but as an equalization measure designed 
Dental 


Corps officers more nearly in line with those of 


to bring the incomes of Medical and 


civilian doctors and dentists.’’ 

General Bliss explained that ‘‘the additional 
compensation will also aid in reimbursing the 
medical and dental officers for the costs of their 
professional education and for their loss of earn- 
ings while in medical or dental school.’’ 

The Army will also follow a new poliey of 
commissioning selected doctors and dentists in 
the Regular Army in grades as high as full 
colonel depending upon their age and profession- 
al qualifications. In the past, medical and dental 
officers entering the Regular Army have been 
initially commissioned only as first lieutenants. 
Wartime officers have been integrated into the 
Regular Army in grades through that of major. 
The measure authorizing appointment of Regu- 
lar Army Medical and Dental Corps officers in 
advanced grade also provides for such officers 
to be eredited, for purposes of promotion, with 
the minimum number of years of service ** now 
or hereafter required for promotion of officers 
of the Medical and Dental Corps to the grade in 


which appointed.”’ 
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The Surgeon General explained that these im 
portant changes in the Army’s medical program 
have been made possible by legislation passed 
Congress on July 26 and signed by President 
Truman on August 5. This measure is in the 
form of an amendment to the Pay Readjustment 
Act of 1942. 

General Bliss said the $100 increase in com- 
pensation for Army medical and dental officers 
will benefit not only Regular Army but also 
Reserve, National Guard and Army of the 
United States officers. 
Army Specialized Training Program who are 


Former students of the 


required to serve on extended active duty are 
eligible for this increase in compensation when 
they apply for and are accepted into the Regular 
Army. Under study at present is the length of 
time which these Army Specialized Training 
Program-trained officers must serve on active 
duty before becomnig eligible to apply for the 
regular establishment. This policy will be an- 


nounced when formulated. 


The enabling legislation limits the duration of 
these benefits to 30 years of active service. 


The extra $100 monthly compensation will be 





William C. Matthias 
John L. McDonald 





Scientific Pharmacy in Step with 
Modern Medicine 


MATTHIAS 


PRESCRIPTION PHARMACY 


TELEPHONE 7715 


37 South Stone Avenue 


Tucson, Arizona 
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paid not only to officers who are on extended 
active duty as of September 1, the effective date 
of the legislation, but to all eligible Medical and 
Dental Corps officers who are commissioned in FREE DELIVERY 
the Regular Army, or volunteer for extended 
active duty within the next five vears. 


Open Department 
The Surgeon General stated that the enact- » B P 


ment of this, and other legislation including the 
‘Officer Personnel Act of 1947,’ which estab- Full Line of All k Items 
lished an accelerated promotion schedule, will 
enable the Army Medical Department to offer . 
much greater advantages than it has in the past 


to doctors and dentists seeking careers in the We absolutely guarantee every R filled 


governmental service. 





as any place in town. 


ARMY VENEREAL DISEASE RATE HITS 


NEW LOW SINCE V-J DAY 
The Army's venereal disease rate at home and 
' 
abroad has reached a post-war low, the War De- POUND'S PHARMACY, Inc. 
partment announced recently. West McDowell at Seventh Avenue 


Stringent regulations outlined last January 
Phones — 3-2888 - 3-9942 


by Secretary of War Robert P. Patterson were 
considered by the Army to have brought about 





the sharp drop in venereal disease. Since Mr. 


as written and priced as cheaply 








Benton M. Lee & Company 


Investment Securities 


Telephone 4-8828 
850 Security Building 234 N. Central Ave. Phoenix, Arizona 


Fast, Accurate Executions and Quotations 


New York Stock Exchznie 
and All Leading Stock and Commodity Exchanges 


Visitor Give-Up Orders Cordially Solicited 
DOW-JONES NEWS TICKER 


Coast to Coast Private Wire System 





Correspondent : 


HARRIS, UPHAM & CO. 
Business Established 1895 
Members New York Stock Exchange 
and Other Leading Stock and Commodity Exchanges 


NEW YORK LOS ANGELES CHICAGO LONDON 
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Patterson's instructions to all commanders were 
written, the Army-wide venereal disease rate 
has fallen 23 per cent. The latest figures avail- 
able, for May, 1947, show a 30 per cent decrease 
from the postwar high in the summer of 1946. 


In his letter, Mr. Patterson ordered coopera- 
tion with civilian authorities in reducing ‘‘the 
reservoir of infection in the adjacent commun- 
ity.”’ This cooperation, he said, must be accom- 
panied by control over sale of liquor to troops 
and by tightening of discipline within the vari- 
ous commands. He also outlined programs for 
chaplains, special service officers and provost 
marshals to follow in curbing venereal  dis- 
ease. Surgeons were ordered to emphasize the 
moral factors and the role of continence and 
individual responsibility in their programs of 
sex hygiene and to recommend further control 


measures where necessary. 


Individuals who became infected were to be 
restricted to their posts for periods up to 90 days 
when necessary as a public health procedure, 
Mr. Patterson added, and commanders were 
authorized to restrict off-post passes in the case 


(Continued on Page 115) 
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Cooperating with the Local 
Otologist in Audiometry and 


Hearing Correction 


SONOTONE 


THE HOUSE OF 
HEARING 





Ectablished in 1935 


Mary E. Coles 
Fred S. Coles 
H. Ashley Ely 
William L. Fawcett 


139 S. Scott St. 
TUCSON 


425 Title & Trust Bldg. 
PHOENIX 








Under Medical Supervision 


Alcoholics Admitted 


Phone 3-4751 








FARRISHOLM 


A Rest Home for the Care of Acute, Chronic 
or Convalescent Patients 


Medical Staff Open 


No Communicable Diseases Accepted 


On Duty 24 Hours 


367 North Twenty-first Avenue 


PHOENIX 
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MEDICAL OXYGEN 


HOME DELIVERY AND INSTALLATION 
RENTAL AND SALES 


Services Performed by Trained Technicians 
as Prescribed by Physician 


DAY AND NIGHT EMERGENCY SERVICE 


Masks - Catheters - Canulas - Adult and Infant Open 
Top Tents - Humidifiers - Regulators - Penicillin Neb- 
ulizers - Manifolds - and Specialized Equipment. 


OXYGEN THERAPY SERVICE CO. 


PHOENIX, ARIZONA 


pay 5 - 4318 = nNicut 








McDOWELL PHARMACY 


Seventh Street and East McDowell Road 
A MODERN PRESCRIPTION PHARMACY 


Carrying a complete line of Fresh Drugs, Chemicals and Biologicals 
Call on us for the new and hard-to-get items. We fill your prescriptions as written, 
with the utmost care. 


THREE REGISTERED PHARMACISTS 
John Brown, Raymond Bentley and O. T. (Red) Fountain 
Phones 3-4332 and 2-3137 











GRUNOW PRESCRIPTION PHARMACY 


for 


PROFESSIONAL PRESCRIPTION SERVICE 








Lois Grunow Memor'al Clinic Building 


McDowell at Tenth Street Phone 4-4553 
PHOENIX, ARIZONA 


WE WILL CALL FOR, FILL AND DELIVER YOUR PRESCRIPTIONS 
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(Continued from Page 113) 
of ‘‘irresponsible individuals who repeatedly ex- 
pose themselves to the risk of venereal disease."’ 
Passes, Mr. Patterson emphasized, are a privi 
lege to be awarded for good conduct. 

The present venereal disease incidence rate 
in Europe is 28 per cent below the July, 1946 
high; in the Pacifle 50 per cent below the April, 
1946 peak. 

Exercising overall supervision over Army ve- 
nereal disease control in connection with Mr. Pat- 
terson’s instructions is the War liepartment 
Venereal Disease Control Council, made up of 
ranking members of the War Department Gen- 
eral and Special staffs. The council meets peri- 
odically to survey venereal disease conditions 


and to develop further measures for control. 





Book Keviews 





LABORATORY MANUEL OF MICROBOLOGY FCR NURSES; 
by Elizabeth S. Gill, B.S., R.N. Instructor in Nursing, Depart- 
ment of Nursing. College of Physicians and Surgeons, Columbia 
University, New York: and James T. Culbertson, Ph.D. Pro- 
fessor of Bacteriology and Parasitology, University of Arkansas 
School of Medicine, Little Rock, Arkansas; formerly Assistant 
Professor of Bacteriology, College of Physicians and Surgeons, 
Columbia University, New York. G. P. Putnam's Sons, Price: 
$1.50, 

This is a manuel of 116 pages designed to give 
the student nurse a basic knowledge of microbol- 
ogy, Which is an important aspect of preventive 
medicine. First, she is taught proper methods of 
handling nonpathogenic microorganisms, then 

Cc CG Cc 

many of the most important pathogenic organ- 
isms of man. Among these organisms are the 
staphylococci, streptococci, veasts and molds, 
protozans, helminths, and arthropods. It is be- 
lieved these observations befit the nurse to care 
for patients more intelligently. This manuel 
seems very complete in its scope. 


L. J. 





PRINTERS 


for the MEDICAL PROFESSION 


Everything from a Prescription Blank 
to a Medica! Journal 


Bower Printing & Stationery Co. 


(Formely A. C. Taylor Printing Co.) 
Telephone 3-6300 


142 S. Central Ave. - Phoenix, Arizona 
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DOCTOR 


A TRAINED STAFF OF 
SPECIALISTS 


is on hand to provide you and 


your patients with 


BRACES 
BELTS 
TRUSSES 
ARCH SUPPORTS 
SURGICAL SUPPORTS 


We Design and Manufacture 
SPECIAL 
SURGICAL AND FRACTURE APPLIANCES 
TO SUIT YOUR INDIVIDUAL 
REQUIREMENTS 


We Rent 
HOSPITAL BEDS 
WHEEL-CHAIRS 

INVALID WALKERS 
CRUTCHES AND CANES 


GRUNOW CLINIC 
BRACE SHOP 


926 East McDowell Road 


Telephone 4-7746 Phoenix 
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AMBULANCE 


MOTOR OR THE ABOVE TWIN ENGINE BEECHCRAFT PLANE 
Rate Thirty (30) Cents per Mile Flown—190 M.P.H. Cruise 


Room for Four Attendants plus Pilot and Patient 
A. LEE MOORE, Pilot 


A. L. Moore and Sons 


MORTICIANS 
Telephone 4-4111 Adams at Fourth Ave. 
PHOENIX 














EL SERENO 
LODGE 


Spacious, Quiet 
Suburban 


SPECIALIZING IN THE TREATMENT OF ALCOHOLISM 
Other Cases Accepted 


MEDICAL STAFF OPEN R. N. IN CHARGE 


EL SERENO LODGE 


PHOENIX 
11th Ave. and West Broadway Telephone 4-6757 
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Directory 





ARIZONA STATE MEDICAL ASSOCIATION 
Organized 1892 


642 SECURITY BUILDING 
234 N. CENTRAL AVE., PHOENIX, ARIZONA 


OFFICERS AND COUNCIL 


Preston T. Brown . President 


15 E. Monroe, Phoenix 
Harold W. Kohl. er President Elect 
1811 E. Speedway, Tucson 
Robert E. Hastings... = Vice President 
1811 E. Speedway, Tucson 
Frank J. Milloy__. ” .. Secretary 
15 E. Monroe, Phoenix 
S @ Went... Treasurer 
Prescott 
James R. Moore... a ee Speaker of House 
15 E. Monroe, Phoenix 
Jesse D. Hamer... a <--a--» nee----Delegate to A.M.A. 
15 E. Monroe, Phoenix 


oO. E. Utzinger __. Alternate-Delegate 


Ray 
D. F. Harbridge__. —— _ mm. non Medical Defense 
15 E Monroe, Phoenix 


DISTRICT COUNCILORS 


Rebest 6. Fi _____._.._..... Central District 


Arthur C. Carlson Northern District 


Cottonwood 


Hal W. Rice_.. Southern District 


Bisbee 


COUNCILORS AT LARGE 


George O. Bassett Prescott 
W. Paul Holbrook. Tucson 
Dan L. Mahoney... . _ - Tucson 


COMMITTEES 
STANDING COMMITTEES 


INDUSTRIAL RELATIONS: Dr. James Lytton-Smith, Phoenix; 
Dr. Robert E. Hastings, Tucson; Dr. Ira E. Harris, Miami; 
Dr. Harry T. Southworth, Prescott; Dr. Charles W. Sult, Jr., 
Phoenix. 


SCIENTIFIC ASSEMBLY: Dr. Harold W. Kohl, Tucson; Dr. O. 
W. Thoeny, Phoenix; Dr. H. T. Southworth, Prescott; Dr. 
Robert E. Hastings. Tucson. 


MEDICAL ECONOMICS: Dr. Robert S. Flinn, Phoenix; Dr 
Meade Clyne, Tucson; Dr. Joseph M. Greer, Phoenix. 


MEDICAL DEFENSE: Dr. D. F. Harbridge, Phoenix; Dr. A. C. 
Carlson, Cottonwood; Dr. O. E. Utzinger. Ray. 


EDITING & PUBLISHING: Dr. Jesse D. Hamer, Phoenix; 
Dr. Walter Brazie. Kingman; Dr. R. Lee Foster. Phoenix. 


PUBLIC POLICY & LEGISLATION: Dr. Jesse D. Hamer, Phoe- 
nix; Dr. Walter Brazie, Kingman; Dr. H. G. Cogswell, 
Tucson. 


HISTORY & OBITUARIES: Dr. Hal W. Rice, Historian, Bisbee; 
Dr. Frank J. Milloy, Phoenix; Dr. Harold W. Kohl, Tucson. 


PROFESSIONAL BOARD 


Dr. Hugh C. Thompson, Tucson; Dr. B. S. Heywood, Holbrook; 
Dr. E. A. Born, Prescott; Dr. C. B. Warrenburg. Phoenix: 
Dr. E. Payne Palmer, Phoenix; Dr. Geo. L. Dixon, Tucson; 
Dr. B. L. Snyder, Phoenix. 


HEALTH ACTIVITIES BOARD 


Dr. M. W. Merrill, Phoenix; Dr. Robert M. Matts, Yuma; 
Dr. D. E. Nelson, Safford; Dr. John D. Hamer, Tiger; Dr. Paul 
W. McCracken, Phoenix; Dr. H. H. Brainard, Tucson; Dr. 
Broda O. Barnes, Kingman 


Oxygen Therapy 


In order to make the administration of 
oxygen for therapeutic purposes most ef- 
fective and most economical, four require- 
ments must be met. 


The first requirement is a supply of 
U.S.P. oxygen. 


The second is a safe and dependable 
regulator. 


Third, proper administering apparatus 
that is efficient in operation and sturdy 
in construction. 


Fourth, and most important, all persons 
concerned must have a thorough knowl- 
edge of the handling and operation of 
oxygen cylinders, regulators, and oxygen 
administering apparatus. 


All the above are as near to you as your 
telephone, call 3-2149. 


Melvins: Bins Go 


Central Ave. at McDowell 








WAYLAND’S 


Prescription Pharmacy 
‘Prescription Specialists” 


Biological Products Always Ready 
for Instant Delivery 


Parke-Davis Biological Depot 


Mail and Long Distance Phone Orders 
Receive Immediate Attention 


Phone 4-4171 


Professional Bui'ding Phoenix 
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ROBERT S. FLINN, M. D. 
INTERNAL MEDICINE 
CARDIOLOGY and ELECTROCARDIOGRAPHY 


1118 Professional Building 
Phone 4-1078 
Phoenix, Arizona 


INTERNAL MEDICINE 


BERTRAM L. SNYDER, M. D. 


INTERNAL MEDICINE 
AND DISEASES OF THE CHEST 


910 Professional Bldg. 
Phone 4-2174 


Phoenix, Arizona 








MONROE H. GREEN, M. D. 


Diplomate of the American Board 
of Internal Medicine 


CARDIO-VASCULAR and CHEST DISEASE 


1137 West McDowell Road 
Phone 4-0489 - 3-4189 
Phoenix, Arizona 


KENT H. THAYER, M. D. 
INTERNAL MEDICINE 


Diplomate of the American Board 
of Internal Medicine 


ROBERT H. STEVENS, M. D. 
INTERNAL MEDICINE 
ALLERGY 
1006 Prefessional Bldg. 
Phone 3-8907 
Phoenix, Arizona 








JESSE D. HAMER, M. D. 
F. A.C. P. 


INTERNAL MEDICINE 
Special Attention to CARDIOLOGY 


Suite 910 
15 E. Monroe St. 


Phoenix 
Arizona 


THE BENSEMA - SHOUN CLINIC 
1800 East Speedway 
Tucson, Arizona 
ARTHRITIS -AND INTERNAL MEDICINE 


Complete Laboratory, X-ray and Physical Therapy 
Facilities Available 








FRANK J, MILLOY, M. D. 
F. A.C. P. 
INTERNAL MEDICINE 
611 Professional Building 


Phone 4-217] 
Phoenix, Arizona 


O. J. FARNESS, M. D., F.A.C.P. 
721 North Fourth Ave. 
Phone 7749 


Certified by the American Board of 
Internal Medicine 


Tucson, Arizona 
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INTERNAL MEDICINE— (Cont’d.) 





STUART SANGER, M. D. 
123 S. Stone Avenue 
Tucson, Arizona 


Certified by American Board 
of Internal Medicine 


ws 


EVELYN G. WATKINS, M. D. 
313 Valley National Bldg. 


Telephone 5178 
If no answer, 2818 


Tucson, Arizona 








HARRY EDWARD THOMPSON, 
M. D., F. A. C. P. 
435 N. Tucson Blvd. 
Tucson, Arizona 
Telephone 7034 - 2818 


INTERNAL MEDICINE AND 
RHEUMATIC DISEASES 


Certified by American Board of Internal Medicine 


THIS SPACE FOR SALE 
| FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
427 Heard Bidg. 
PHOENIX, ARIZONA 
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THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
427 Heard Bldg. 
PHOENIX, ARIZONA 





CHILDREN 


*S DISEASES 





TREVOR G. BROWNE, M. D. 
DISEASES OF CHILDREN 


Medical Arts Building 
543 East McDowell Road 
Phone 3-2901 


Phoenix, Arizona 


~] 
| 
| 
| 
| 


MILTON C. F. SEMOFF, M. D. 
2440 East Sixth Street 


Tucson, Arizona 


Phone 5933 





Fellow of the 
American Academy of Pediatrics 














CARL A. HOLMES, M. D. 
DISEASES OF INFANTS and CHILDREN 
1401 North Seventh Avenue 
Phone 4-9092 


Phoenix, Arizona 








| THIS SPACE FOR SALE 
| FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
| 427 Heard Bldg. 
PHOENIX, ARIZONA 

















120 


ARIZONA MEDICINE 


January, 1948 





PHYSICIANS’ 


DIRECTORY 





EYE, EAR, NOSE and THROAT 





WESLEY G. FORSTER, M. D. 
EYE, EAR, NOSE and THROAT 


Medical Arts Building 
Phone 3-1666 


Phoenix, Arizona 


DENNIS BERNSTEIN, M. D. 
OTOLARYNGOLOGY AND 
PERORAL ENDOSCOPY 
Certified by the 
American Board of Otolaryngology 
415 East Fifth Street 
Telephones: Office 6354 - Residence 1671 

TUCSON, ARIZONA 








PHIL H. LOVELESS, M. D. 
DISEASES AND SURGERY OF THE EYE 


209 Medical Arts Building 
543 East McDowell Road | 
Phone 2-3127 Phoenix, Arizona | 


Hours by appointment 


JOHN S. MIKELL, M. D. 
1811 East Speedway 
Tucson, Arizona 


EAR, NOSE AND THROAT 
BRONCHOSCOPY 








BERNARD L. MELTON, M. D., | 
F.A.C.S 


Diplomate of American Board of Ophthalmology 
Diplomate of American Board of Otolaryngology 


DORSEY R. HOYT, M. D. 
EYE, EAR, NOSE AND THROAT 


605 Professional Bldg. Phone 3-8209 
PHOENIX, ARIZONA 








A, HARRY NEFFSON, M. D. 
EAR, NOSE AND THROAT AND 
BRONCHOSCOPY 
Certified by American Board of Otolaryngology 


2510 East Sixth Street 
Tucson, Arizona 


Telephone 5584 | 
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ALLERGY 





E. A. GATTERDAM, M. D. 
ALLERGY 


910 Professional Building 


Phoenix, Arizona 











Telephone 7505 


F. B. SHUTZBANK, M. D. 
MEMBER OF THE AMERICAN 
ACADEMY OF ALLERGY | 


4065 E. Cooper St. Tucson, Arizona 
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PHYSICIANS and SURGEONS 





L. D, BECK, M. D., F. A. C. S. 


D. T. MOATS, M. D. 
PHYSICIAN and SURGEON 


1626 N. Central Phone 4-1620 
PHOENIX, ARIZONA 








I. L. GARRISON, M. D. 
Physician and Surgeon 
Office Practice Only 
GERIATRICS 


540 West McKinley St. Phone 3-300] 


Phoenix, Arizona 








S. R. CANIGLIA, M. D. 
PHYSICIAN and SURGEON 


543 East McDowell Road 
Phone 3-364] 
Phoenix, Arizona 


CHAS. N. PLOUSSARD, B. S., M. D. 
F. A.C. S. 


General Practice with Special Attention to 
SURGERY and UROLOGY 


907 Professional Bldg. Phone 3-3193 


Phoenix, Arizona 











LUCILLE M. DAGRES, M. D. 
GENERAL PRACTICE 


210 Medical Arts 6uilding 
543 East McDowell Road 
Phone 4-5714 
Phoenix, Arizona 





DELBERT W. HESS, M. D, 
General Practice of 
MEDICINE AND SURGERY 


612 North Fourth Ave 
Tucson, Arizona 


Phone 8788 Res. 8735 


| 
| 
| 
| 











J. ALLEN GINN, Jr., M.D. 


| General Practice with Special Attention to 
OBSTETRICS and GYNECOLOGY 


1626 N. Central Avenue 
PHOENIX, ARIZONA 
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DERMATOLOGY 





KENNETH C. BAKER, M. D. 
DERMATOLOGY 


Telephone 3671 721 N. Fourth Ave. 


Tucson, Arizona 


| 


[ 


| 
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THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
427 Heard Bldg. 
PHOENIX, ARIZONA 





OBSTETRICS 





FRED C. JORDAN, M. D. 


Practice Limited to 
OBSTETRICS and PEDIATRICS 


1109 Professional Building 
Phone 4-1379 
Phoenix, Arizona 


| 


MAX COSTIN, M. D. 
OBSTETRICS AND GYNECOLOGY 
Phone 3366 


Diplomate of American Board of 
Obstetrics and Gynecology 


614 N. Fourth Ave. Tucson, Arizona 





ORTHOPEDIC SURGERY 





JAMES LYTTON-SMITH, M. D. 
RONALD S. HAINES, M. D. 
JOHN H. RICKER, M. D. 
STANFORD F. HARTMAN, M. D. 
Section on 
ORTHOPEDIC SURGERY 
Lois Grunow Memorial Clinic 


926 East McDowell Road 
Phoenix, Arizona 


ROBERT E. HASTINGS, M.D., F.A.C.S. 


Diplomate American Board of Orthopaedic 
Surgery 
ORTHOPAEDIC SURGERY 


1811 East Speedway 
TUCSON, ARIZONA 








GEO. A. WILLIAMSON, M.D., F.A.C.S. 
LEO L. TUVESON, M. D. 


Practice Limited to 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone 2-2375 
PHOENIX, ARIZONA 


THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
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PHOENIX, ARIZONA 








BUTLER CLINIC 
501-505 Fifth Avenue 


SAFFORD, ARIZONA 
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427 Heard Bldg. 
PHOENIX, ARIZONA 
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THOMAS H. BATE, M. D. 


Practice Limited to Surgery 
Professional Bldg. Phone 4-3326 


Phoenix, Arizona 


| 





RGERY 





A. |. RAMENOFSKY, M. D. 
SURGERY and GYNECOLOGY 


39 West Adams Phone 3-1769 


Phoenix, Arizona 














H. D. KETCHERSIDE, M. 
SURGERY and UROLOGY 


DONALD A. POLSON, M. D. 
GENERAL SURGERY 


D. 


800 North First Avenue 
Phone 4-7245 
Phoenix, Arizona 











J. B. LITTLEFIELD, M. D., F. A. C. S. 
2432 East Sixth St. 
Tucson, Arizona 


Office Phone 3245 Res. Phone 8669 


Certified by the American Board 


of Surgery 3 














LOUIS P, LUFTY, M. D. 
SURGERY and GYNECOLOGY 


301 West McDowell Rd Phone 3 4200 


Phoenix, Arizona 








W. R. MANNING, M. D., F. A. C, S. 
SURGERY 


Diplomate American Board of Surgery 


724 N. Stone Ave. 
Tucson, Arizona 


Phone 7411 
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NEUROLOGICAL SURGERY 











JOHN RAYMOND GREEN, M. D. 
NEUROLOGICAL SURGERY 
910 Professional Building 


Telephone 4-2174 
Phoenix, Arizona 











| 
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NEUROLOGY and PSYCHIATRY 











OTTO L. BENDHEIM, M.D. 
NEUROLOGY and PSYCHIATRY 


1515 North Ninth Street 
PHOENIX, ARIZONA 


Certified by American Board of 
Psychiatry and Neurology 


| 


CHARLES W. SULT, Jr., M. D. 
ZACK W. SANDERS, M. D. 
NEUROLOGY AND PSYCHIATRY 


710 Professional Building 
Phoenix, Arizona 











PATHOLOGICAL LABORATORIES 


G. 0. HARTMAN, M. D. 


20 E. Ochoa 
Phone: 4779 


721 No. 4th Ave. 
Phone 3671 


Tucson, Arizona 


PATHOLOGICAL LABORATORIES 
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ARIZONA MEDICINE 
427 Heard Bldg. 
PHOENIX, ARIZONA 








MERRIWETHER L. DAY, M. D. 
F. A. C. S. 


Diplomate of The American 
Board of Urology 


LADDIE L. STOLFA, M. D. 
Lois Grunow Memorial Clinic 
926 East McDowell Road 


Tel. 4-3674 





Phoenix 





| 
| 
| 





W. G. SHULTZ, M. D., F. A.C, S. 
2448 East Sixth Street 
Tucson, Arizona 


Certified by American Board 
of Urology, 1937 


Phone 4864 











PAUL L. SINGER, M. D., F. A. C. S. 


Certified American Board of 
UROLOGY 


39 West Adams Street Phone 3-1739 
PHOENIX, ARIZONA 


DONALD B. LEWIS, M. D. 
UROLOGY 


123 So. Stone Ave. Phone 4500 


Tucson, Arizona 
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